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The importance of a solitary circumscribed mass in 
the lung has attracted increasing recognition in recent 
years. As a result of the extended use of roentgenologic 
examination of the chest, detection of these lesions is 
now commonplace. Advances in thoracic surgery have 
resulted in an effective means of definitively managing 
these lesions. As a consequence, complacency is no 
longer justifiable on the part of an attending physician 
who discovers such a lesion with its recognized malignant 
potentiality. 

Circumscribed mass lesions of the lung are generally 
peripheral in location with respect to the pulmonary 
hilus. Because of this, important clinical problems in 
management and diagnosis arise. In the first place, symp- 
toms develop less commonly and at a later stage than 
those caused by lesions lying close to a central bronchus. 
Consequently, it is more difficult to impress on the pa- 
tient the importance of assuming an active approach 
toward the management of these frequently asympto- 
matic lesions. Second, the peripheral location of the 
lesion renders it inaccessible to direct bronchoscopic 
visualization and frequently reduces the tendency for 
the production of sputum containing exfoliated cells or 
significant organisms. For these reasons, important diag- 
nostic aids available for the study of most diseases of the 
chest are ineffective for the investigation of solitary cir- 
cumscribed lesions. The problem confronting the clini- 
cian is, therefore, a complex one. On the one hand, the 
possibility is ever present that the rounded shadow may 
represent a malignant process in a relatively early and 
operable stage. On the other hand, recourse to explora- 
tory operation should never supplant simpler, less haz- 
ardous diagnostic measures. What then should be the 
clinician's policy with regard to these lesions? What diag- 
nostic procedures are indicated? To what extent should 
preoperative diagnostic studies be pursued? What clin- 
ical features of a circumscribed mass increase the sus- 
picion of malignancy? Finally, under what circumstances 
should exploratory thoracotomy be advised? 


Answers to these questions can be obtained only by 
a comprehensive study of a large and varied group of 
solitary mass lesions of the lung. In an attempt to formu- 
late a working policy applicable to all patients with such 
lesions, the material available to us at the Mayo Clinic has 
been reviewed in detail. All cases of surgically removed 
solitary circumscribed lesions without regard to size, 
status of preoperative diagnosis, or presence of respira- 
tory symptoms constitute the basis of this study. It is our 
feeling that a true evaluation of various diagnostic pro- 
cedures and a sound basis for dependable advice regard- 
ing operation can best be obtained from the study of all 
circumscribed lesions rather than by a study of a limited 
group of them restricted as to preoperative diagnosis, 
size, or symptomatology. 


MATERIAL AND METHOD OF STUDY 


The records of the cases for this study were obtained 
from the files of the Mayo Clinic after the chest roent- 
genograms of the 1,355 patients who underwent pulmo- 
nary resection during the period January, 1940, through 
June 30, 1951, were reviewed. Only those cases in which 
actual excision of the entire mass was carried out were 
studied, since only those cases provided complete patho- 
logical material for adequate study. Cases were selected 
solely on the basis of the roentgenographic appearance of 
the lesion. For qualification of a lesion as a circumscribed 
mass it had to possess the following characteristics. 1. It 
had to appear to be situated in the substance of the lung. 
2. It had to constitute the only significant pathological 
change in the pulmonary fields. 3. It could not be asso- 
ciated with obstructive changes in the lung peripheral to 
the mass. 4. It could not display cavitation. 

The size of the lesion, the sharpness and regularity of 
outline, the position in the pulmonary field, and the pres- 
ence or absence of calcium were not factors determining 
the selection. While many authorities have observed more 
rigid qualifications for circumscribed lesions than these, 
the establishment of such qualifications necessarily in- 
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volves the use of arbitrarily set limits, and the wisdom 
and practicality of such selection is a matter of con- 
siderable doubt. 

Naturally, with the inclusion of such a wide diversity 
of lesions, the appearance of the roentgenographic shad- 
ows varied greatly. The smallest shadows represented 
both benign and malignant lesions, as did the large 
shadows. Between these extremes in size, all gradations 
of size and a wide variety of shapes, densities, and sharp- 
ness of outline were encountered. 

The records of these patients were reviewed in detail. 
Particular attention was directed toward the history of 
previous pulmonary disease and other systemic disease 
capable of producing pulmonary manifestations. The 
laboratory examinations carried out on these patients 
were studied to determine their diagnostic worth in 
evaluating the pulmonary lesion. These examinations in- 
cluded specific diagnostic procedures, such as the cyto- 
logical and bacteriological examination of the sputum 


Taste 1.—Pathological Classification of Solitary Circumscribed 
Lesions of the Lung 


Lesion Cases % 
Majignant neoplasms 
Bronchogenie 
77 
Metastatic malignant lesion................. 17 109 
Benign neoplasms 
1 
Hemangioma .......... 1 06 
Inflammatory 
Granuloma ....... 65 
Chronie pneumonitis........... 1 
Chronie absecess......... os 
Miscellaneous 
Bronehbial cyst ‘4 24 
lel “7 


and bronchial washings. The findings obtained by bron- 
choscopic examination were studied critically. The path- 
ological findings at the time of operation and the indica- 
tions for the various operative procedures were reviewed. 
Microscopic sections from the excised tissue were re- 
examined to confirm the original diagnosis. Many of the 
tissues were studied bacteriologically, and the results of 
these studies were available for this review. Based on the 
definitive diagnosis established in the surgical, patho- 
logical, and bacteriological laboratories, the information 
obtained from the various preoperative studies was 
finally evaluated in an attempt to formulate a working 
policy for the clinical investigative management of these 
patients. 


PATHOLOGICAL AND BACTERIOLOGICAL FEATURES 

The distribution of the cases according to the patho- 
logical classification of the lesion is summarized in 
table 1. In 85 cases (about 54% ), the shadow repre- 
sented a neoplastic process, while, in 67 cases (nearly 
43% ), the lesion resulted from inflammation. In the re- 
maining cases, a bronchial cyst was found. The com- 
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monest neoplastic lesion was ic carcinoma; 
this was encountered in 16% of the total series. Twelve 
of the lesions (7.7% ) were adenomas of the bronchus. 
Hamartomas were encountered in 25 cases, a frequency 
similar to that of bronchogenic carcinoma. Metastatic 
lesions, including carcinomas and sarcomas, were re- 
sponsible for 10.9° of the lesions. Three of the solitary 
lesions were mesotheliomas. Of the two remaining neo- 
plastic lesions, one was a hemangioma, and the other 
presented microscopic evidence suggestive of an intra- 
pulmonary thymoma. 

The incidence of malignancy among the neoplastic 
lesions was impressive. Nearly 65° of the neoplastic 
nodules, approximately 35% of the lesions in the entire 
group of cases, were malignant. Because of the recog- 
nized potentiality of bronchial adenoma to metastasize, 
this lesion was included in the malignant group. 

With two exceptions, the inflammatory lesions pre- 
sented the microscopic picture of a granulomatous proc- 
ess. In the granuloma group, there were cases in which 
the causative agent was bacteriological, mycotic, or 
chemical in nature or in which the cause was an irritant, 
the specific nature of which remained undetermined. 
The term “tuberculoma” was not applied to any group 
of these granulomatous lesions, since the exact incidence 
of tuberculomas remains a matter for speculation. Le- 
sions from which the tubercle bacillus are isolated are 
undoubtedly tuberculomas in the true sense of the word 
but. most likely, a large proportion of the group of inde- 
terminate granulomas represents processes caused by 
the same agent that has since lost its demonstrable via- 
bility. Thus, to limit the application of the term “tuber- 
culoma”™ to the bacteriologically active group of lesions 
would be misleading, just as its application to the total 
group of granulomas would be without basis. 

The lesions in the remaining four cases were bronchial 
cysts. The difficulty of accurately determining the precise 
nature, whether developmental or inflammatory, of these 
lesions led to their classification as a miscellaneous 
group. 

Pathological examination of the excised tissue was 
made by the frozen tissue technique immediately after 
the tissue was received in the laboratory. Confirmation of 
the diagnosis was established on the following day by 
examination of the fixed tissue sections. The one limita- 
tion that was applied equally to the pathological exami- 
nation of both the fixed and the frozen tissues was the 
inability of the pathologist to determine the precise causa- 
tive basis for the granulomatous lesions. For this reason, 
bacteriological studies were performed on excised tissue 
in most cases of granulomatous lesions. 

Fifty-three of the 65 granulomatous lesions were ex- 
amined bacteriologically, and pathological organisms 
were isolated in 11. The commonest organism was the 
tubercle bacillus, which was found in seven cases. Coc- 
cidioides immitis was isolated in three cases and Brucella 
suis in one case. The lesions from which these organisms 
were isolated all showed histological evidence of tissue 
activity; however, by no means did all the histologically 
active lesions yield a pathological organism after bac- 
teriological study. 

The histological picture in two of the lesions was that 
of a lipoid granuloma. Further chemical studies of the 
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tissue in these cases revealed the irritant to be liquid 
petrolatum in one case and oil from an endogenous 


source in the other. 
he AGE AND SEX 


The youngest patient in this study was 6 years of age 
and the oldest was 69 (table 2). As would be anticipated, 
patients with bronchogenic carcinoma were older than 
those in the other large groups. The youngest patient 
with bronchogenic carcinoma was 36 years of age, and 
more of the patients with this lesion were in the age group 
from 51 to 60 years than in any other decade. Patients 
with bronchial adenoma had a similar age distribution. 
Hamartomas were encountered in patients of all age 
groups, the largest number being in the group between 
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The sex distribution was characteristic of the specific 
disease process. Of the entire group, 57% were men. Of 
the malignant lesions, 64° were found in men; 80% of 
the bronchogenic carcinomas, 58% of the bronchial 
adenomas, and 41% of the metastatic lesions were found 
in men. Granulomas were encountered with similar fre- 
quency in both men and women. 


SYMPTOMS 
While in the study of solitary pulmonary lesions an 
important distinction has frequently been made between 
symptomatic and asymptomatic lesions, such a distinc- 
tion is often difficult to establish owing to the variab‘e 
emphasis different patients ascribe to symptoms. Conse- 


Taste 2.—Distribution of Solitary Circumscribed Lesions of the Lung According to Sex and Age of Patients 


Cases 
Age, Years 
re 

Lesion Total Men Women lto stow Range 
Bronchogenie carcinoma... ...... 5 ee 1 w ” Mto 
Metastatic malignant lesion...............6..66065 7 7 w 8 8 4 5 2 6 to 67 
8 3 os oe 2 1 Mtom 
1 1 1 05 
1 se 1 os 1 65 
1 1 ee 1 
‘4 2 1 2 1 to 42 

TaeLte 3.—Symptoms Associated with Solitary Circumscribed Lesions of the Lung 
(ases 
No Symp- 
tomes Hemop- 
Lesion Total Present Cough Sputum Pain Fever W hee ce tysis 
Chronie pneumoniti«........ 1 1 1 i 


51 and 60 years. This is not to be construed as evidence 
that a hamartoma is most commonly present in persons in 
this decade of life; rather, it reflects the greater number of 
examinations carried out on patients of this age group. 
Various metastatic lesions were found in patients of all 
age groups; the age characteristic of the primary lesion, 
of course, was the determining factor. While granulomas 
were removed from patients of all ages, the greatest num- 
ber was found in the age group from 41 to 50 years. Un- 
doubtedly, as was the case with the group with hamar- 
toma, the greater number of exploratory thoracotomies 
performed in this age group had an important bearing on 
the fact that there were more patients with granuloma in 
this age group than in any other. Typically, bronchial 
cysts are discovered and removed during young adult 
life, the oldest patient in this series being 42 years of age. 


quently, in this study, the presence or absence of symp- 
toms was not a selective factor, and the symptoms were 
evaluated relative to the etiological basis of the mass. 

In general, patients with primary malignant pulmonary 
disease were most likely to complain of symptoms. Only 
28% of the patients with bronchogenic carcinoma and 
33% of those with bronchial adenoma were asympto- 
matic (table 3). Eighty-four per cent of those with 
hamartomas, 55% of those with granulomas, and 65% 
of those with metastatic growths presented no symptoms. 
Cough was a symptom of importance; it was present in 
64% of the patients with bronchogenic carcinoma and 
67% of those with bronchial adenoma but occurred in 
only 32% of those with granulomas. 

The presence of sputum likewise was highly impor- 
tant and was encountered in 64% of the patients with 
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bronchogenic carcinoma and in 58% of those with bron- 
chial adenoma but in only 17% of those with granuloma. 
Pain, though frequently difficult to assess, was most com- 
monly encountered in the group of patients with bron- 
chogenic carcinoma. It did not necessarily signify pleural 
involvement of the tumor. Fever was the complaint most 
commonly elicited from the patients with bronchogenic 
carcinoma. A history of wheeze is always highly signifi- 
cant in any patient presenting a mass in the chest. Be- 
cause of the peripheral location of the great majority of 
these lesions, this symptom was not a common complaint. 
It was reported in two of the patients with bronchogenic 
carcinoma and in one of the patients with bronchial 
adenoma. In one instance, a patient with a large meso- 
thelioma complained of wheezing. 

The single most important symptom signifying seri- 
ous disease was hemoptysis. None of the 65 patients 
with granulomas gave a history of hemoptysis. Thirty- 
two per cent of the patients with bronchogenic carcinoma 
and 33% of those with bronchial adenoma had coughed 
up blood at some time. In fact, with the exception of the 
patient with chronic pneumonitis and two patients with 
bronchogenic cysts, a history of hemoptysis signified a 
malignant pulmonary growth. 


HISTORY OF PREVIOUS PULMONARY DISEASE 


A rounded pulmonary lesion may be related to a pre- 
vious morbid process in the lung. The shadow may repre- 
sent the persisting residuum of a more extensive inflam- 
matory process in which pathological activity has been 
greatly reduced or has disappeared. The shadow may be 
indicative of a mass that intermittently obstructs an air 
passage to produce the well-established picture of ob- 
structive pneumonitis or one of its variants, represented 
clinically as recurrent pneumonia. It would appear es- 
sential, therefore, to inquire carefully into the patient's 
history in order to elicit evidence of previous bouts of 
pulmonary infection regardless of the presence of symp- 
toms at the time of the current examination. 

The histories of our patients were carefully reviewed 
to determine to what extent the presence of previous pul- 
monary disease was of diagnostic value in evaluating the 
nature of the present pulmonary shadow. Except in a 
few isolated instances, little aid was derived from this 
search, and only occasionally did the history of previous 
pulmonary disease arouse a suspicion of the nature of the 
underlying process. 

Of the 25 patients with bronchogenic carcinoma, only 
2 gave histories of pneumonia in the recent past. Three 
others had experienced pleurisy in the remote past, but 
it is difficult to see how this could have been related to the 
current process. This incidence of pulmonary inflamma- 
tory disease associated with bronchogenic carcinoma is, 
of course, much less than that usually found, since these 
lesions were for the most part peripheral and nonob- 
structing. In two of the patients, a diagnosis of tubercu- 
losis had been made because a rounded mass was found 
in the lung, and they had been sent to sanatoriums. One 
of these patients faithfully followed a program of strict 
rest in bed for a period of two years, in spite of repeatedly 
negative results on examination of the sputum for tu- 
bercle bacilli. This only serves to emphasize the great 
and frequently unwarranted responsibility a physician 
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must assume in persisting in the diagnosis of tuberculosis 
. the absence of confirmatory laboratory data. In this 
study, these were the only patients of the entire group 
who actually received treatment in a sanatorium at any 
time. 

Two of the patients with bronchial adenomas had 
recently experienced bouts of pulmonary infection diag- 
nosed as pneumonia. In both cases, the location of the 
adenoma could readily have allowed obstruction of the 
airway to the distal part of the lung. 

The history of previous pulmonary disease provided 
little clinical suggestion of the nature of the granu- 
lomatous lesions. In spite of the known association of 
tuberculosis with granulomatous pulmonary lesions, only 
3 of these 65 patients gave even a dubious history of 
tuberculosis. Two patients had been informed that they 
had healed tuberculosis, and one patient had been sus- 
pected of having tuberculosis at an early age. Six patients 
had had pleurisy and three others pneumonia at some 
time, but the relationship between these illnesses and the 
finding of the pulmonary shadow appeared too remote 
to be of definite significance. 

Among the patients with lesions resulting from other 
causes, the history of previous pulmonary disease was 
similar to that which might be obtained from any group 
of persons of similar age. 


HISTORY OF PREVIOUS MALIGNANT DISEASE 

A history of previous or simultaneous malignant dis- 
ease is always strongly suggestive of the nature of a 
circumscribed intrapulmonary lesion. In this study, there 
were 19 instances “in which the pulmonary lesion 
appeared in a person who had previously had a malignant 
tumor removed from an organ other than the lung. In 
all 19, the pulmonary lesion was presumed to represent 
metastasis; however, in two instances, the pulmonary 
shadow was caused by a mass that was totally unrelated 
to the previously excised growth. In the first case, the 
patient had undergone two previous resections of the 
colon for two independent primary adenocarcinomas, 
the first in 1922 and the second in 1948. During the 
examination prior to the second operation, a pulmonary 
mass was detected on the roentgenogram of the chest and 
was assumed to represent metastasis. Accordingly, resec- 
tion of the colon was considered as being palliative; how- 
ever, three years later, this mass had grown only slightly, 
and no other evidence of metastasis had appeared. For 
this reason, it appeared justifiable to proceed with resec- 
tion for this presumably solitary metastatic lesion. Patho- 
logical examination of the pulmonary mass revealed it 
to be a bronchial adenoma. There was no evidence of any 
metastatic growth elsewhere in the resected specimen. 
In the second case, a carcinoma of the descending colon 
was detected during the same examination at which the 
patient was found to have a solitary lesion in the lung. 
After resection for the adenocarcinoma of the colon, 
exploratory thoracotomy was carried out for the resec- 
tion of the presumably solitary pulmonary metastatic 
growth. This growth, however, proved to be a hamar- 
toma. 
By and large, the finding of a pulmonary mass on 
the roentgenogram of the chest of a person with known 
malignant disease elsewhere in the body may be assumed, 
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in most cases, to metastasis from the primary 
growth. It is not within the province of this paper to urge 
that resection be performed for all such masses; however, 
the suspicion that the mass may be totally unrelated to 
the known malignant process must be constantly enter- 
tained until proved otherwise. Furthermore, the lack of 
evident growth of the mass or the failure of the appear- 
ance of other nodules in the lungs increases the urgency 
for proving the nature of the pulmonary mass. 


LABORATORY STUDIES 

Blood Cell Counts.—A depression of the erythrocyte 
count or an elevation of the leukocyte count was rarely 
reported in this group of patients. This is not surprising 
in view of the fact that the lesions, for the most part, were 
small and not associated with significant degrees of acute 
inflammatory change. 

Sedimentation Rate.—Elevation of the sedimentation 
rate of the erythrocytes, in a patient with a solitary lesion 
in the lung, is of serious significance. Among the patients 
with bronchogenic carcinomas, 74% of those in whom 
the sedimentation rate was measured had increased 
values. On the other hand, only 23% of those who had 
granulomatous lesions and who had determinations of 
the sedimentation rate demonstrated increased values. 
The sedimentation rate was elevated in 50% of the 
patients with bronchial adenomas and in 55% of those 
with metastatic pulmonary lesions. Thus, the frequent 
finding of an elevation of the sedimentation rate among 
the patients with neoplastic lesions demonstrates the 
important place of this test in the clinical evaluation of 
patients with circumscribed lesions of the lung. 

Skin Tests.—In the clinical evaluation of solitary pul- 
monary lesions, the importance of the tuberculin test 
resides primarily in its reaction being negative. This con- 
cept is based on the assumption that most granulomatous 
lesions are tuberculous in origin. In two groups of pa- 
tients, one group with solitary neoplastic lesions and the 
other with solitary granulomatous lesions, the incidence 
of a positive tuberculin reaction should be almost 100° 
in the second group and no greater in the first group than 
in the general population of the same age. These as- 
sumptions were not substantiated by the findings of this 
study. Actually the incidence of negative tuberculin re- 
actions was similar (22° ) among patients with a granu- 
lomatous lesion and patients with bronchogenic carci- 
noma. For this reason, the report of a negative tuberculin 
reaction should not in itself influence the clinician's 
judgment of the nature of the lesion. 

Granulomatous lesions are by no means all tubercu- 
lous in origin. Important evidence favoring the non- 
tuberculous basis of many of these lesions was obtained 
by means of skin tests. As stated, in seven cases (22% ), 
the reaction was negative. In 7 out of 10 patients tested 
for histoplasmin sensitivity, the reaction was positive. 
Three of these patients were among those who reacted 
negatively to tuberculin. Reaction to the coccidioidin 
test was positive in 2 of the 10 persons in whom the test 
was performed. One patient whose lesion produced a 
pure culture of Brucella suis gave a positive skin reaction 
to the antigen of the same organism. 

Bacteriological Examination of Sputum. — Sputum 
was examined for the presence of acid-fast organisms in 
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31 persons in whom the lesion was of a granulomatous 
nature, and in none was an acid-fast organism detected. 
On five occasions, acid-fast organisms were isolated from 
the excised lesion even though adequate examination of 
the sputum had failed to detect its presence. Bacteriologi- 
cal examination of sputum appears to be of little value in 
determining either the nature of the lesion or the presence 
of bacteriological activity of the lesion, if it is proved 
to be granulomatous in nature. 

Cytological Examination of Sputum and Bronchial 
Washings.—The value of cytological examination of the 
sputum in this study appeared indisputable. No false 
positive results were reported. The sputum was examined 
for the presence of malignant cells in 15 of the cases of 
bronchogenic carcinoma and, in 8 (53% ) of these, such 
cells were found (table 4). The bronchial washings in 
one additional case contained malignant cells. Because 
many of the patients included in this study were operated 
on prior to the development of cytological methods 
for the examination of sputum, this test was not 
universally employed. As noted in table 4, the incidence 
of positive results of examination of the sputum for 
malignant cells was particularly high among patients with 
the squamous cell variety of bronchogenic carcinoma. 


Taste 4.—Types of Cells Found on Cytological Examination 
of Sputum of Patients with Bronchogenic Carcinoma 
(Cases 


Not 
Positive Nevative Examined 


Cell Type Total 
Squamous 6 3 1 2 
13 4 3 6 
Adenocarcinoma ............. ‘4 1 2 1 
2% 7 lo 


The high reliability of this test should encourage its em- 
ployment wherever practical. It is the most useful labora- 
tory means available for the establishment of a positive 
preoperative diagnosis in patients with circumscribed 
lesions of the lung. 


BRONCHOSCOPIC EXAMINATION 

Bronchoscopic examination was performed in 67 
cases. This included 18 cases of bronchogenic carcinoma, 
8 of adenoma, 4 of metastatic lesions, 10 of hamartoma, 
22 of granuloma, and 5 of various benign conditions. In 
two patients with bronchogenic carcinoma, a mass was 
visualized, but biopsy of this tissue revealed only in- 
flammatory changes. In another, a biopsy specimen taken 
from the region of the right upper lobe bronchus con- 
tained malignant tissue, although a mass was not seen. 
Positive results of bronchoscopic biopsy were obtained in 
two other cases; bronchial adenoma was disclosed in one 
case and metastatic malignant disease in the other. In 
38 additional cases, biopsy of the bronchial mucosa 
demonstrated no abnormality. The information gained 
from bronchoscopic examination and biopsy was ex- 
tremely meager, so meager that the wisdom of subject- 
ing all patients with circumscribed lesions to routine 
bronchoscopic examination is seriously questioned. 
Actually, little should be expected from bronchoscopic 
examination because of the peripheral position of most 
of these lesions in the pulmonary fields. 
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ROENTGENOLOGIC CHARACTERISTICS 

A detailed roentgenologic study was made of all avail- 
able chest roentgenograms of the patients in this series. 
The results of this study constitute the basis of another 
publication ' and will only be summarized here. 

Evidence of growth of a pulmonary lesion increased 
the suspicion of malignancy. Increase in size, however, 
was encountered in some cases of hamartoma and granu- 
loma and, so, was not invariably indicative of a malig- 
nant neoplasm. The location of the pulmonary shadow 
gave no clue to its cause. In spite of the facts that granu- 
lomas are most commonly of tuberculous origin and that 
tuberculosis notoriously attacks the upper lobes, the 
circumscribed granulomas were less commonly found 
in the upper than in the lower lobes. 

Benign and malignant lesions, alike, occurred in all 
sizes. No bronchogenic carcinoma was found that meas- 
ured less than 2 cm. in diameter, although several of the 
metastatic lesions were this small. On the other hand, 


Taste S.—Operative Procedures and Hospital Mortality in 


Patients with Solitary Circumscribed Lesions of the Lung 


Cases 


| 


3 
7H i i 
Bronchogenic carcinoma......... 0 1 15 
Bronchial adenoma............... 0 12 o 0 
Metastatic malicnant lesion..... 7 1 1 1 
17 1 5 2 0 
Mesothelioma ....... 3 2 1 0 
1 0 0 1 0 0 
Hemangioma ............ j 1 0 0 1 0 0 
su 6 2 0 0 
Chronie pneumonitis............. 1 i 0 0 0 0 
Chronie abecess......... 1 0 0 1 0 0 
Bronchogeniec cyst................ ‘4 0 1 0 0 


° Death followed lobectomy. 


60% of the granulomas were 2.5 cm. or less in diameter. 
The large shadows most frequently represented malig- 
nant lesions, although large hamartomas and granulomas 
were encountered. 

Evidence of calcification, as manifested by punctate 
densities or concentric lamination, was encountered in 
32% of the granulomas and in 28% of the hamartomas 
but in no other lesions. Lamination was found exclusively 
in the granulomatous group. Calcification constituted 
the only roentgenologic assurance of benignancy. Be- 
cause of the helpfulness of body-section roentgenog- 
raphy in detecting calcification, we feel that it should 
be more widely employed. 

In the group of lesions without visible calcification, 
the incidence of the various types was somewhat differ- 
ent from that in the entire group. In this calcium-free 
group, 20% of the lesions were bronchogenic carcino- 
mas, 8% bronchial adenomas, and 14% metastatic 
malignant lesions. The incidence of malignancy in cir- 
cumscribed lesions of the lung that did not display 
calcification was 42%. 
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A careful examination of features such as 
of border, regularity of outline, and density of the mass 
failed to reveal characteristics useful in distinguishing 


_ benign from malignant lesions. 


OPERATIVE TREATMENT 

All patients in this study underwent surgical excision 
of the entire lesion (table 5). No cases in which the surgi- 
cal procedure was limited to a biopsy of the lesion were 
included in our series. In 101 of the cases, exploratory 
thoracotomy was the means of diagnosis as well as the 
means of treatment of the lesion. 

The patients with bronchogenic carcinoma were 
treated by lobectomy in 10 cases and pneumonectomy 
in 15 cases. There was one death in this group. All pa- 
tients with bronchial adenoma underwent lobectomy. 
Hamartomas were removed by local excision in most 
cases, although, in five, the lesion was excised by lobec- 
tomy and, in two, by pneumonectomy. The latter two 
patients were treated during the period prior to our full 
understanding of this lesion, and it appears likely that a 
less taxing operation would be performed in such in- 
stances today. Metastatic lesions were removed by 
lobectomy, as a rule, although one required pneumo- 
nectomy, and one was treated by local excision and 
another by segmental resection. Granulomas were 
excised locally in 39 and by segmental resection in 6 
patients. Twenty larger granulomas required lobectomy. 

Justification for thoracotomy as a diagnostic as well 
as a therapeutic measure is attested by the fact that there 
were only two hospital deaths in the entire series, a mor- 
tality rate of 1.3% . One of the deaths followed lobectomy 
for bronchogenic carcinoma in an elderly man who 
developed postoperative atelectasis and who ultimately 
died of uremia. The other death also occurred in an 
elderly man after lobectomy for a mesothelioma. His 
postoperative course was complicated by the develop- 
ment of a bronchopleural fistula. 

The morbidity after operation was slight. Complica- 
tions requiring treatment occurred in nine patients and 
included: atelectasis in two, empyema in two, pleural 
effusion in one, postoperative hemorrhage in one, auricu- 
lar fibrillation in one, pulmonary embolus in one, and 
indeterminate fever in one. No attempt has been made 
to determine the long-time results of the operative 


tment. 
RECAPITULATION 


By use of the clinical means available during the study 
of these patients, approximately one-third of them were 
accepted for surgical treatment after the establishment 
of a preoperative diagnosis. Conversely, two-thirds of 
the circumscribed lesions in this study were of indeter- 
minate nature. Three important means of establishing a 
diagnosis were found. Cytological examination of the 
sputum was extremely useful in the detection of broncho- 
genic carcinoma. History of previous malignant disease 
provided a reliable although not infallible clue to the 
diagnosis of metastatic lesions. The demonstration of 
calcium in roentgenograms of the chest indicated the 
benign nature of the lesion, although, in approximately 
one-fourth of these cases, the distinction could not be 
made between a hamartoma and a granuloma. 

With regard to only the 101 lesions in which the nature 
was indeterminate prior to exploratory thoracotomy, it 
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was noted that the incidence of bronchogenic carcinoma 
in this group was similar to that of bronchogenic carci- 
noma in the entire group of 156 cases, 17%. The 
same close similarity of incidence applied to bronchial 
adenoma, hamartoma, and granuloma. 

Close examination of roentgenograms of the chest not 
only will disclose the presence of a circumscribed lesion 
of the lung but also will usually indicate the presence or 
absence of calcium. Circumscribed lesions may imme- 
diately be classified as those containing calcium and 
those not containing calcium. Since the calcified lesions 
constitute no important diagnostic problem, they may 
be set apart. Consequently, the incidence of malignancy 
in the remaining or noncalcified group is proportionately 
higher, and the advisability of exploratory thoracotomy 
is accordingly increased. 


COMMENT 

Ideally, we should know the exact incidence of the 
various lesions responsible for the roentgenologic appear- 
ance of a circumscribed mass in the lung. Obviously, 
these figures are not available and we do not mean to 
imply that the figures reported in this study apply to the 
total group of patients in whom a circumscribed lesion 
is discovered. Certain factors of selectivity must in- 
evitably exert an influence on the choice of any group 
of patients treated by operation. In this instance, in addi- 
tion to the factors of the patient's refusal of operation 
and the physician's reluctance to advise an elective oper- 
ation because of the general poor health of the patient, 
statistically, the most important selective factor is the 
physician's own decision that a particular lesion may not 
warrant surgical exploration. This decision is based, for 
the most part, on the size of the lesion, the age of the 
patient, and the lack of symptoms. The bearing of these 
three factors on the etiological aspects of the lesions in 
this study has been analyzed. When due consideration 
is given these factors, it seems that the incidence of vari- 
ous lesions in this study of surgically treated patients 
approximates their incidence among all patients with 
circumscribed pulmonary masses. 

An attempt has been made to evaluate impartially the 
various diagnostic procedures available for the study of 
patients with circumscribed lesions of the lung. Only one 
laboratory test was of absolute diagnostic value, the 
cytological examination of sputum. In spite of the fact 
that these lesions were, for the most part, peripheral in 
location and, thus, unfavorably situated for the exfoli- 
ation of malignant cells, the diagnosis was established 
by cytological examination of the sputum in 53% of the 
patients with bronchogenic carcinoma whose sputum 
was examined. 

Two other laboratory examinations were helpful in the 
evaluation of the lesion under study. The first was deter- 
mination of the sedimentation rate, which was frequently 
found to be elevated in patients with malignant lesions 
but usually not in those with benign lesions. The second 
was the tuberculin test. A negative reaction in a patient 
with a circumscribed lesion increases the suspicion of a 
neoplastic process. It should be borne in mind, however, 
that patients with neoplastic lesions are just as likely to 
demonstrate a positive reaction to tuberculin as are 
others of the same age group. Furthermore, patients with 
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solitary granulomas of the lung may display negative 
reactions. There appears to be little, if any, need to ex- 
amine bacteriologically the sputum of these patients. No 
information regarding the nature of the lesion is to be 
expected from examination of the blood. 

The important role of roentgenologic examination en- 
compasses both the detection and the diagnosis of cir- 
cumscribed masses. It is the sole means of detection, al- 
though its value in diagnosis is limited strictly to the 
demonstration of calcification. Calcification is the only 
finding that reliably indicates benignancy. Frequently 
demonstration of calcification requires the special tech- 
nique of body-section roentgenography. That more de- 
finitive interpretation of roentgenograms is unreliable 
must be recognized by the attending physician. 

Although bronchoscopic examination is considered in 
some circles as the epitome of a complete preoperative 
diagnostic study of any patient with a pulmonary lesion, 
among patients with circumscribed lesions, its use is 
seldom justified. Only among those whose lesions lie in 
the region of the pulmonary hilus may any diagnostic 
findings be expected. 

A general appreciation of the value of these various 
means for the clinical study of patients with circum- 
scribed lesions of the lung should simplify the preoper- 
ative program of diagnostic study. We believe that pa- 
tients whose lesions do not contain demonstrable calcifi- 
cation should have an adequate examination of the 
sputum for malignant cells, a determination of the blood 
sedimentation rate, and a tuberculin test. Prolonging the 
diagnostic study beyond these is, in most cases, without 
justification, and the decision regarding operation should 
not be delayed on this account. 

In general, it is our policy to consider that the finding 
of a solitary mass in the lung constitutes an indication 
for exploratory thoracotomy, unless the benign nature 
of the lesion appears certain. The latter assurance is 
totally dependent on the demonstration of calcification. 
Among the noncalcified lesions in our study, 42% were 
malignant. Opposed to this, the mortality rate for pul- 
monary resection in the 156 cases was 1.3% . This indi- 
cates that the hazard of observing rather than excising 
an indeterminate mass is extreme. 

It is recognized that the application of these indica- 
tions for excision is occasionally impracticable because 
of a patient’s poor health. Under such circumstances, 
careful consideration of factors, such as the patient's age 
and sex, the nature of the pulmonary symptoms, the size 
of the lesion, and the appearance of previous roentgeno- 
grams, will guide the attending physician and the con- 
sulting surgeon to the wisest decision regarding operation. 


SUMMARY AND CONCLUSIONS 

A report is made of a review of 156 cases of solitary 
circumscribed lesions of the lung in which the mass was 
completely excised surgically. Approximately 35% of the 
lesions were malignant, and 65° were benign. No lesion 
that displayed roentgenographically demonstrable cal- 
cification was malignant. The incidence of malignancy 
among the remaining lesions was 42%. It is concluded 
that, with few exceptions, the finding of a noncalcified 
solitary pulmonary mass constitutes an indication for ex- 
ploratory thoracotomy. 
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TREATMENT OF “FUNCTIONAL” DISORDERS 
Malcolm S. M. Watts, M.D. 


Dwight L. Wilbur, M.D., San Francisco 


There are more hopeful avenues of approach to the 
management of “functional” disorders than is the case 
with most “organic” diseases. Indeed, an optimistic 
attitude toward the management of patients with these 
conditions is desirable and justified. In this communica- 
tion a practical method of treatment is described for this 
group of patients, who constitute so important a part of 
the practice of many physicians. Emphasis is placed on 
(1) the therapeutic implications of the actual diagnostic 
procedures previously described,’ (2) a successful ex- 
planation to the patient of the “functional” nature of his 
symptoms, and (3) the “definitive” or “specific” man- 
agement of the precipitating conflict situation, the 
patient's attitude toward it, somatic symptoms, and the 
environmental situation. A physician may be able to 
diminish distressing symptoms immediately, if only tem- 
porarily, by use of drugs or other therapy for somatic 
effect; or he may modify the patient’s environmental 
situation in such a way as to reduce anxiety and tension; 


CONFLICT 


SOMA = 


Extrinsic sources of stress. 


or, recognizing the underlying emotional difficulty, he 
may help the patient by psychotherapeutic means to 
make a better adjustment. 

The term functional is used to identify the disorders 
of patients with symptoms of nervousness, fatigue, weak- 
ness, insomnia, dizziness, and a variety of other somatic 
complaints for which no organic cause can be found, 
because it is felt that the symptoms arise from a disturb- 
ance of the function of the patient as a whole. Functional 
disorders are caused by psychic conflict, and the symp- 
toms are a manifestation of its accompanying anxicty. 
Sometimes the precipitating cause of the psychic con- 
flict may arise within the psyche itself, and the conflict 
then is termed intrinsic or “intrapsychic.” More com- 
monly, the precipitating factor is extrinsic or “extra- 
psychic” and arises in the interrelationship between (1) 
the psyche and the soma, (2) the psyche and the environ- 
ment, or (3) the soma and the environment (see the 
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chart). Examples of these extrapsychic precipitating 
factors might include (1) the appearance of hirsutism 
in a young girl, (2) dissatisfaction of a person with his 
job, or (3) inability of a person who has had a coronary 
occlusion to do the hard physical labor by which he earns 
his living and supports his family. 


THERAPEUTIC IMPORTANCE OF DIAGNOSTIC TECHNIQUES 


Functional disorders tend to give rise to a common 
set of symptoms, which may obscure the fact that the 
stress producing situation is almost always different and 
highly individualized for each patient or for the same 
patient at different times. A properly taken and evaluated 
medical history will permit detection of functional as 
well as organic disease and also will elicit more or less 
specific data concerning the precipitating, stress produc- 
ing situation. The diagnostic features of the history have 
been discussed previously. Therapeutically, careful diag- 
nosis is important not only as an essential guide in 
planning the individualized program so necessary for 
successful treatment but also because in itself it may have 
a beneficial effect on the patient. If the patient tells his 
“real troubles,” he often shares the load with the physi- 
cian and is relieved of some of the burden. In addition, 
the process of taking a good history develops under- 
standing and confidence between physician and patient, 
which is an essential foundation for therapeutic success. 

A thorough physical examination is necessary to con- 
firm the presence or absence of organic disease and, if it 
is present, to estimate its role in the production of symp- 
toms or disability. Moreover, during the examination, 
diagnostically important hints of emotional strain or ten- 
sion may be noted. Examination of the heart or genitals, 
for example, may evoke an anxious facial expression, 
flushing, sweating, tremor, or increased pulse rate, indi- 
cating undue concern with the part examined. Psycho- 
therapeutically, the physical examination assures the 
patient that his problem is being treated seriously. It may 
entirely suffice to convince him that his fears of cancer 
or heart disease are groundless. When this occurs, anxiety 
with its symptoms disappears, and the patient is cured. 
On the other hand, too careful and prolonged or repeated 
examinations may create or accentuate anxiety if one 
organ Or one part appears to receive undue attention. 
The physical examination of patients with functional 
disorders should be thorough, complete, and, if possible, 
final. 

Laboratory studies, roentgenograms, and sometimes 
consultations may be necessary. They should be adequate 
to satisfy the physician's conscience. Therapeutically, 
they are essential to convince the patient that nothing 
has been overlooked and that he does not have the dis- 
ease he fears and to provide an adequate basis for 
explanation to the patient of his difficulty. 
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PLANNING FOR TREATMENT 

After the diagnostic interview, the physician must 
decide whether the problem is one he can handle with the 
knowledge and experience at his command or whether 
the patient requires more skillful psychiatric care. For 
the most part, general physicians can adequately treat a 
patient with conflicts precipitated predominantly by 
extrapsychic factors, and usually they can help a patient 
whose problem is predominantly one of intrapsychic 
precipitating factors of long duration, with occasional 
exacerbations from extrapsychic factors, that is, the 
usual psychoneurotic person. Such patients do not re- 
spond quickly or well to psychotherapy. Patients with 
psychotic symptoms, with a notable absence of emotional 
concern about their condition, or with hysteria or those 
whose conflicts involve deep guilt or serious disturbance 
of one of the basic emotional drives should be cared for 
by a competent psychiatrist. Occasionally, however, a 
physician may carry some such patients along super- 
ficially until they are willing to cooperate in seeing a 
psychiatrist. 

A physician who is treating a patient with a functional 
disorder must develop a plan tailored to fit the individual 
problem. This should include a well thought out way to 
explain the symptoms to the patient and a carefully con- 
sidered program of specific therapy directed toward the 
conflict situation, the psyche, the soma, and the environ- 
ment. The plan will be based on information obtained in 
the diagnostic interview, the physical examination, and 
the results of laboratory studies. The physician is guided 
in what he says and how he says it by his estimation of 
the patient's intelligence, education, character, past ex- 
perience, and degree of sexual, psychological, and philo- 
sophical maturity as well as by the characteristics of the 
conflict situation. Successful therapy depends not on the 
treatment of the symptom complex but on management 
of the person who has the symptoms. There are many 
useful therapeutic techniques available. Skillful selection 
and application of them is the key to success. It is often 
surprising what can be accomplished. 

During the diagnostic phase, symptomatic treatment 
and specific therapy should be used cautiously. Pain or 
other disability resulting from organic disease should be 
relieved, but if symptoms resulting from functional dis- 
orders are prematurely relieved, the patient may be satis- 
fied with his temporary improvement and reluctant to 
carry out the program necessary for ultimate recovery. 
Anxious patients may ask for tentative opinions or partial 
reports as studies are progressing. A premature discus- 
sion may place the physician in the awkward position of 
later having to retract or change his statement, thus 
undermining the patient's confidence. Such a patient may 
be put off with a statement that his is a complicated 
problem and that it is best to complete the studies before 
coming to any conclusions. This is usually appreciated 
and increases the patient's belief that his problem is being 
seriously considered and will be satisfactorily solved. 

Finally, during this phase, it may be possible to lay 
some groundwork for therapy; for example, if asked, 
“Do you think my troubles are all imaginary, Doctor?” 
the physician may answer that he is sure they are not 
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imaginary but that it is known that such symptoms often 
result from tension or stress of emotional strain as well 
as from organic disease. He may add that, while this may 
be the case, he is not yet in a position to say so until the 
diagnostic studies are completed. Nevertheless, the seed 
is planted. 

EXPLANATION TO THE PATIENT 

Rare nowadays is the patient who is satisfied by the 
statement, “There is nothing the matter with you; it is 
all your nerves.” The modern patient is indoctrinated 
through newspapers, magazines, radios, and books in 
matters pertaining to medicine. His knowledge of medi- 
cine is often greater than his physician suspects. These 
facts contribute largely to the necessity of adequately 
explaining to the patient the cause and nature of his 
particular symptoms. Especially in functional disorders, 
the patient must be convinced of the diagnosis if treat- 
ment is to be successful. 

In the explanation of the diagnosis, organic disease is 
considered first. If it is present, the extent to which it 
contributes to the symptoms and disability is carefully 
explained. If absent, the evidence for its absence is 
reviewed. Particular emphasis is placed on diseases the 
patient thinks or fears he may have. The physical exami- 
nation and laboratory findings are reviewed. Many 
patients welcome a chance to see their own x-ray films. 
If functional disorders are present there will be symptoms 
not accounted for by any existing organic disease. Evi- 
dence that they are functional in nature will usually have 
been uncovered during the diagnostic interview. The 
physician certainly must let it be known that he does not 
look on the symptoms as imaginary, for to tell a patient 
with headache, for example, that he has no headache is 
to defeat therapy at the outset. At the same time, the 
patient must be convinced that the symptoms are the 
body’s “normal” response to prolonged anxiety or tension 
and are not indicative of a severe or incurable lesion. 

It should be relatively easy to show a patient how ten- 
sion may result in symptoms. One who is called on to 
make a speech, for exampie, may feel tense, have a tight 
feeling in the stomach, and be unable to eat much. Sol- 
diers before a battle may vomit, note urgency of micturi- 
tion, or have loose stools. Athletes often are tense before 
an important game. Many persons have experienced 
tension symptoms while awaiting a reprimand or punish- 
ment, perhaps in school. Almost everyone has observed 
a cat being attacked by a dog and has noted the bodily 
changes in the cat that result from tension and anxiety. 
By one or another explanation, the patient is led to 
accept the fact that anxiety or tension may indeed pro- 
duce actual functional changes within the body. Then it 
is emphasized that it is nature’s plan for a conflict situa- 
tion to be resolved by fight or flight and that if the 
situation persists more or less indefinitely, the organism 
is subjected to continued stress, which leads to tension 
symptoms and eventually to fatigue and exhaustion. 

Next, the patient is told that a certain amount of ten- 
sion and stress is a normal part of everyday life. Every- 
one has anxieties and problems. It is pointed out that 
each person has a limit of tolerance for tension or stress 
and that, when this limit is exceeded, symptoms occur. It 
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may be mentioned that symptoms develop in soldiers 
and airmen who are perfectly normal physically and 
mentally if they are kept in combat too long or fly too 
many dangerous missions and that, as soon as they are 
removed from the stress-producing situation and their 
total stress load is reduced, the symptoms quickly sub- 
side. It is emphasized that there is nothing abnormal or 
weak about finding oneself in a position in which one’s 
stress load exceeds the tolerance for stress. It happens to 
almost everyone at one time or another. Every effort 
should be made to preserve the self-respect of the patient 
and the feeling that he is respected in the eyes of members 
of his family and close friends. 

It is always necessary that the patient be convinced 
of the explanation for his symptoms. When the organic 
and functional components of his difficulty have been 
explained, the patient should be given an opportunity to 
ask questions. The physician must have an answer for 
every question, and the answers must be consistent. 
When all of the questions have been answered and the 
patient can think of nothing further to say, the physician 
is in an ideal position to undertake logical and specific 
treatment. Sometimes the moment may be indicated by 
the patient's saying something such as, “Well, how can 
I get rid of these symptoms?” 


AIM OF THERAPY 

Specific therapy of functional disorders is directed 
toward reducing the stress load of the patient and improv- 
ing his ability to cope with tension. As this is accom- 
plished, the symptoms diminish. When the total stress 
load no longer exceeds the tolerance of the patient, the 
functional symptoms vanish. Information obtained dur- 
ing the diagnostic interview’ and subsequent exami- 
nation serves as a guide in planning and executing 
specific treatment to meet the needs and fit the capabili- 
ties of the patient. Much depends on the nature and depth 
of the conflict at the root of the functional disturbance, 
whether it is intrinsic or extrinsic and whether it is recent 
and superficial, as in dissatisfaction with one’s job, or 
deep and long-standing and involving the basic emotional 
drives, as in latent homosexuality. 


THERAPY FOR CONFLICT SITUATIONS 

For general physicians, it is advisable to attempt no 
more than superficial treatment of a patient if the factors 
in the conflict causing functional disturbance are pre- 
dominantly intrapsychic. Such conflicts are usually deep, 
are an integral part of the patient's total adjustment, and 
are best not disturbed except in competent, thorough 
psychotherapy. In such a case, the symptoms of tension 
or fatigue and exhaustion usually predominate. If 
nervousness and tension are the principal symptoms, the 
patient will usually admit that he has been a nervous, 
restless person all his life. The physician then may tell 
him that this is because he has a lot of nervous energy, 
which is “built in” and is part of him. It may be well to 
remind him that those who accomplish most in this world 
are persons with a lot of drive and energy. Usually this 
explanation suffices, but if the patient is curious as to 
why he has this troublesome nervous energy it may be 
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wise to mention that it results from difficulties in psychic 
adjustment in infancy and childhood. Since many such 
persons are aware, consciously or subconsciously, of 
difficulties in their early life, they tend to accept this 
superficial explanation. It is to be emphasized to the 
patient that this is a normal situation and does not indi- 
cate mental disease or insanity. Treatment involves 
utilization of this nervous and physical energy by suit- 
ably increasing physical activities and intellectual inter- 
ests. This may be difficult to accomplish for a patient 
who has had, for example, an attack of coronary throm- 
bosis and is suddenly deprived of the accustomed outlets 
for excess energy. Obviously, other outlets within his 
physical capabilities must be developed. 

When fatigue and exhaustion are long-standing symp- 
toms, it may be explained that there is a lot of “inward 
tension,” which results in a constant state of strain, which 
in turn causes real physical fatigue and nervous exhaus- 
tion. Again, little is said of the causative deep intrinsic 
conflict situation. Such patients often readily admit they 
have always been inwardly tense or nervous. Again, if 
necessary, this may be vaguely explained to be the nat- 
ural result of difficulties in psychic adjustment in early 
life. Often in patients of this kind, a vicious circle has 
been established: symptoms resulting from tension and 
anxiety are ascribed by the patient to some undiagnosed 
organic disorder, which adds fear to the stress load and 
increases the symptoms. The therapeutic problem is to 
interrupt the vicious circle. by removing the fear of 
organic disease and reducing the stress load. The patient's 
resistance is also increased by gradually increasing his 
physical and mental activities and by general supportive 
measures. 

Patients with predominantly intrinsic conflicts often 
meet complicating extrapsychic, stress producing situa- 
tions. These add to the total stress load and frequently 
precipitate the functional symptoms for which the patient 
consults a physician. Usually, the extrapsychic factor 
can be identified and overcome and the patient restored 
to his original, relatively symptom-free state. In these 
instances, emphasis is placed on management of the 
extrinsic rather than the intrinsic stress producing factors. 

Excellent results are often obtained by exposing extra- 
psychic precipitating factors. If possible, the responsi- 
bility for correlating the symptoms and the conflict 
situation should be shifted to the patient, for if he himself 
recognizes the relationship he is more likely to give 
credence to it than he would be if it were proposed to him 
by a physician. Getting the patient to have a proprietary 
interest in the diagnosis may be accomplished in several 
ways. The physician may say, “You really told me the 
trouble when you said . . .,” or “Your trouble seems to 
have started when you moved in with your husband's 
family. Wouldn't you really rather have your own home?” 
Sometimes it is possible to approach the conflict in such 
a way that the patient spontaneously takes the final step 
in recognizing the cause of his difficulty. Once the 
precipitating factor is in the epen and the fact that it 
causes the symptoms is established, it is a simple matter 
to point out that the symptoms will persist unless the 
patient can fight or flee. Often this involves the patient in 
the making of a decision that has been postponed or 


1° 


Vol. 152, No. 13 


avoided. The decision to fight or flee or, equally impor- 
tant, the decision to do neither but to recognize the 
burden and carry it must be made by the patient himself. 
The physician may point up the issue and perhaps help 
to clarify the positive and negative aspects, but the 
patient must decide. The physician at best can only sup- 
port the patient's decision. If the conflict situation cannot 
be avoided or successfully overcome, insight often helps 
the patient immensely. At least he is relieved of the fear 
of organic disease, and the physician has other avenues 
of treatment, discussed below. 


IMPROVING THE PATIENT'S ATTITUDE 

A second approach to therapy is through improving 
the patient's attitude. Whitehorn * aptly expressed the 
objective of this when he said, “Psychotherapy will con- 
sist largely in the thoughtful and respectful consideration 
with the patient of how the situation might be met more 
effectively, not by an ideal person, but by the person who 
is the patient, using to the best advantage, the assets and 
attitudes which he has shown in periods of good adjust- 
ment. The whole art of psychotherapy depends largely 
on learning how to exert this special personal influence 
strategically to meet the patient's best advantage in find- 
ing a better way to meet a life-situation.” When a general 
physician attempts to improve his patient's tolerance for 
stress, his efforts are those of a teacher educating his 
patient not those of a psychiatrist employing major 
psychotherapeutic techniques. A sympathetic and un- 
critical attitude on the part of the physician is a 
form of supportive treatment. The care taken in diagnosis 
should assure the patient his symptoms are taken seri- 
ously. If the physician seems optimistic and feels that 
something can be done, this hopeful attitude is trans- 
ferred to the patient. If the conflict situation cannot be 
resolved or avoided, the patient is urged to accept his 
difficulty with equanimity; for example, the physician 
may call attention to the futility of beating one’s head 
against a stone wall, or he may cite Trudeau's advice 
that the conquest of fate is achieved not by fighting it or 
by running away from it but by acquiescence. The physi- 
cian may help to clarify to the patient his psychic and 
physiological assets and liabilities. Successful adjustment 
depends, of course, on taking advantage of one’s strong 
points and minimizing one’s weaknesses. 

Recently Whitehorn * discussed “levels of maturity.” 
At the infantile level, the outstanding need is for affection 
or attention. The child seeks praise and often alibis to 
avoid blame. The early adolescent looks for emotional 
satisfaction in conquest. The mature adult attains a more 
balanced perspective regarding himself and his work in 
relation to others. Not all adults are mature, however, 
and the level of maturity must be considered. If the 
patient is to be relieved, his emotional needs at his level 
of maturity must be recognized and provided for, and, 
sometimes, over the years, a physician may even help a 
patient develop greater maturity. 

More superficially, especially if the conflict situation 
is to be entirely ignored, the patient may be heartened by 
reassurance. This is built on a foundation of confidence 
in the physician and his examination. Its essential com- 
_ ponents include hope, security, and a feeling of self- 
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esteem. If one of these is lacking, the patient will be 
disturbed. Hope is supplied by the physician's attitude 
and perhaps by the good news that there is no serious 
organic disease; security comes from realization that the 
problem is being dealt with thoroughly and with under- 
standing and perhaps from a word or two about a good 
constitution that has stood up well; and self-esteem may 


be bolstered by a kindly “pat on the back” by the physi- 


cian, who assures the patient he has handled himself well 
and has done the right thing all along. 


SOMATIC THERAPY 

There are three aspects of somatic therapy as used in 
the management of patients with functional disorders: 
1. It is for use in any organic disease that is 
present. 2. It has definite psychotherapeutic effects. 3. It 
may be of great help in temporary relief of functional 
symptoms. If organic disease and a significant functional 
disorder coexist, the physician should clearly differentiate 
the symptoms of each in his explanation to the patient. 
Each should be treated separately. 

Frank ‘ directed attention to some of the psycho- 
therapeutic aspects of systemic treatment. These should 
be borne in mind in the management of a patient with 
functional disorders. One of the pitfalls is that the patient 
may be made so comfortable he loses his incentive for 
changing his attitude or solving his conflict. Both the 
physician and patient may focus attention on symptoms 
rather than on their cause. The patient may lose con- 
fidence if he feels that the physician has failed to seek the 
true cause of his difficulty. The benefits of symptomatic 
treatment from the psychological point of view include 
direct attack on symptoms that may actually be the cause 
of anxiety, alleviation of symptoms that in themselves 
may bar approach to the underlying disturbance, and 
promotion of a favorable attitude by the patient toward 
the physician, which may create an atmosphere in which 
the physician can more effectively aid relaxation of the 
tensions causing the symptoms. 

Many of the symptoms of anxiety and nervous exhaus- 
tion respond well to sedatives and antispasmodics. The 
use of sedatives, including various barbiturates as well 
as chloral hydrate and bromide, is clearly indicated in 
many cases. Even a fatigued and exhausted patient may 
feel less fatigued and better able to use his energies pro- 
ductively if he is given sedation. Similarly, sleepless 
patients given sedatives at bedtime for a week or two may 
be remarkably improved and regain the poise necessary 
to cope with a conflict. Occasionally, sympathomimetic 
drugs (dextro-amphetamine, amphetamine, and meth- 
amphetamine ), which stimulate the higher nerve centers, 
may be useful in fatigued patients, but, in general, seda- 
tives are more effective. For patients who are depressed, 
these drugs may be helpful when used temporarily in 
adequate dosage. The use of analgesics may be neces- 
sary to relieve headache and other aches and pains of 
functional disorders. These drugs are usually more effec- 
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tive when combined with a sedative. For some patients 
who are tense and have aching, drugs, such as mephene- 
sin, that relax muscles are helpful. Alcohol, both a seda- 
tive and analgesic, may be of great assistance in bringing 
about relaxation in a tense person at the end of a diffi- 
cult day, but overindulgence must be avoided. Anti- 
spasmodics are useful adjuncts, especially in patients 
with gastrointestinal tract symptoms of a functional 
nature. 

Hormones, male and female, have been widely used 
in treatment of patients with fatigue and anxiety and 
tension states. While hormone therapy in cases of this 
type is of questionable value and the results usually dis- 
appointing, women at the menopause may benefit con- 
siderably from substitution therapy with estrogenic 
substances. Patients still regard tonics as substances of 
great value in states of ill health. The benefits of the well- 
known, old-fashioned ones are largely psychological; 
however, modern tonics, such as vitamins accompanied 
at times by iron, have the great advantages of being 
harmless, of aiding the malnourished, and of having a 
good psychological effect in that the very term vitamin 
implies life or vitality. These substances have been widely 
and shrewdly advertised commercially to conjure an 
image of brimming salubrity. 

For patients with functional disorders, the psycho- 
therapeutic effect of any form of therapy may be great. 
This applies in particular to therapy with drugs or 
placebos. Wolf ° among others, demonstrated the striking 
pharmacological effect of placebos. Improvement that 
follows administration to patients of a particular drug or 
group of drugs may be wholly psychic although the good 
effect may be attributed by both patient and physician to 
the pharmacological effect. If the physician maintains a 
critical attitude in attributing results to drugs that he gives 
and if medicinal therapy is used intermittently and with 
adequate psychotherapy and hopefulness, much good 
can be accomplished and little harm results from use of 
this form of therapy in patients with functional disorders. 

Attention must be given also to general measures in 
the treatment of functional disorders. The diet should be 
adequate. Many nervous and tense persons eat poorly 
and irregularly. A person who drinks 8 or 10 cups of 
coffee a day because he is nervous may be nervous be- 
cause he drinks too much coffee. Excessive smoking may 
also be a cause as well as a result of nervousness. Physical 
therapy at times is helpful to tide a tense patient over an 
acute episode. It is expensive and time consuming in the 
long run. Exercise is always useful in building general 
body tone. These and many another stimulating measures 
may be helpful in interrupting the vicious circle of 
fatigue-anxicty-fatigue in exhausted patients. A patient's 
activity and rest may be modified as a therapeutic meas- 
ure. Especially for persons whose underlying conflicts 
are precipitated primarily by extrapsychic factors, rest is 
indicated and helpful. Others improve with the avoidance 
of the conflict situation and with physical and mental 
rest. Often they improve if they spend a few days in the 
hospital. On the other hand, patients with predominantly 
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intrapsychic precipitating factors are usually made worse 
by rest and improve with exercise and increase of their 
physical and mental activity. This is easy to accomplish 
in patients who have a lot of nervous energy; difficult in 
those who are fatigued and exhausted. 

An especially difficult patient to manage is one who 
has a lot of drive and nervous energy and who has been 
active all his life, yet now has a physical disability, such 
as myocardial infarction, that limits the activities so 
necessary for his psychological adjustment. In such 
circumstances, success depends on inventive develop- 
ment of interests and activities that will absorb the pa- 
tient’s nervous energy without compromising his physical 
capabilities. 

SOCIAL SITUATION 

Many patients with symptoms of functional disorders 
have primarily extrapsychic precipitating factors related 
to the social or environmental situation. If the precipitat- 
ing factors can be identified often they can be removed. 
Even persons with long-standing and deep stress of intra- 
psychic origin may be thoroughly well adjusted until an 
extrapsychic or environmental stress or conflict situation 
is added. They, too, often return to adequate adjustment 
if the added factor can be removed. A person with 
ebullience and nothing to absorb it but a boring, seden- 
tary job may improve greatly with a change of occupa- 
tion. Active hobbies may be developed and social contact 
encouraged. 

If the physician is aware of an extrapsychic source of 
stress, he may have to weigh the pros and cons of trying 
to modify it. A man who has worked for 25 years, rising 
in his organization, may resent the fact that others are 
now being chosen for the more advanced positions. 
Financially, he may not be able to afford to give up his 
job and start again. The physician may find it necessary 
to balance the disability resulting from this stressful sit- 
uation against the financial loss that would be entailed 
in changing jobs. Similar problems arise when the stress- 
ful situation concerns marital partners, in-laws, or 
parents. In such circumstances, a change of climate or a 
prolonged vacation may be recommended. By these 
means, the patient's resistance to the stressful situation 
may be sufficiently increased to permit better adjustment 
when he again faces it. 

Another problem difficult to deal with is anxiety and 
stress resulting from loneliness, rejection, and insecurity 
in older age, often the basis of functional disorders in 
elderly persons. Many American family units are so 
constituted physically and psychically that there is little 
provision for the care of an elderly persons. Tensions 
are inevitable when persons of three generations live 
under one roof and if members of the older generation 
are excluded and rejected. Sometimes the family may be 
reminded of its responsibility to provide to some extent 
for the needs of grandmother. Usually, the major effort 
is toward improvement of her stress tolerance. A word 
to a member of the family or an understanding mutual 
friend may suffice to materially reduce an extrapsychic 
source of stress. At times, an understanding pastor is 
most helpful. 

Occasionally, a vicious circle is established between 
tension symptoms and an environmental stress; for 
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example, tension symptoms may develop in a person with 
a pending compensation claim, which progress as nego- 
tiations are prolonged and thus prolong the negotiations. 
The vicious circle is relieved only by a settlement that 
resolves the conflict. If settlement is long delayed, severe 
functional symptoms may develop, which may be con- 
sidered related to the precipitating accident or injury but 
which are actually due to failure to reach a settlement. 
Such a situation may be expensive to the compensating 
agency. 
PREVENTION OF RECURRENCES 

Successful management of patients with anxiety and 
nervous exhaustion does not end with control of the 
presenting situation. Many patients will have recurring 
bouts of tension and anxiety, and of this they should be 
forewarned. Such a patient should be taught better 
methods of adjustment to lessen tension and should be 
told to expect symptoms whenever his tolerance for 
tension is exceeded. He may learn to avoid situations 
that will result in anxiety and tension. Through treat- 
ment, he may develop insight into his symptoms and 
build up his stress tolerance to the maximum. He may be 
taught to avoid long and needless worry about new or 
persistent symptoms and may be urged to bring problems 
to the physician and trust him to evaluate the importance 
of them. The patient should be encouraged and helped to 
plan for a future that will keep him as content as possible 
and free of symptoms. His life expectancy is often far 
greater than he believes. 


SOME CAUSES OF FAILURE 

Most patients who consult a physician about symp- 
toms of functional disorders will respond to a greater or 
lesser extent to a program based on the diagnostic and 
therapeutic principles that have been outlined. If the 
patient does not improve at all, it is important that the 
physician know why. Incorrect diagnosis frequently 
results in a dissatisfied and disturbed patient and physi- 
cian. If the physician's explanation of a situation does 
not convince the patient, it will not support the therapeu- 
tic program. Failure to fit the treatment aptly and 
specifically to the peculiar problem of each patient may 
be the cause of poor results. The general physician is 
often the first to see a patient with true psychosis or with 
borderline psychotic manifestations. Such conditions, 
usually easy to recognize if suspicion of them is kept in 
mind, of course, call for care of the patient by a com- 
petent psychiatrist. 

Organic disease should always be considered in cases 
in which functional symptoms do not fit any of the usual 
patterns or in which there is no detectable cause for 
symptoms and yet the patient does not respond satisfac- 
torily to management. It is well known that patients with 
brain tumor sometimes have been treated for consider- 
able periods as having functional disturbances. Of 
course, functional disease and organic brain disease may 
coexist. 

RESISTANCE SYMPTOMS 

Hart ° in a recent paper called attention to resistance 
symptoms. These were described as having become a nec- 
essary and integral part of the patient’s psychic adjust- 
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ment. If resistance symptoms are relieved, the patient's 
adjustment is destroyed, and anxiety and tension become 
acute. Therefore, although sick and miserable, subcon- 
sciously he knows he must avoid being cured. Hart 
pointed out many of the characteristics of such persons. 
They procrastinate in seeking medical attention and they 
indulge in self-treatment, medical shopping, patronage 
of cults, broken appointments, and sabotage of treat- 
ment. They often appear complacent and deny difficul- 
ties. They fear and avoid any attempt at personality 
study. Interestingly, they are often happy and eager to 
try, once more, remedies they have previously found 
ineffective. They are difficult, indeed, to cure. 


SUMMARY 

In treatment of patients with symptoms stemming 
from functional disturbances caused by anxiety and ten- 
sion, the diagnostic technique in itself is to some extent 
therapeutic. It supplies the physician with information 
he must have for tailoring a program of therapy to fit 
the peculiarities of the patient and his problem, and it 
can also be carried out in such a way as to convince the 
patient he is being dealt with competently and sympa- 
thetically, a long step toward relief and receptiveness to 
further therapy. It is essential that the patient believe the 
diagnosis to be correct. Simple illustration of the somatic 
response to psychic stimulus usually helps toward that 
end. The physician should determine in the course of the 
diagnostic procedure whether the cause of the disturb- 
ance is principally extrapsychic or intrapsychic, that is, 
whether tension is owing in the main to the effect of 
worry Over a somatic disease or an environmental situa- 
tion by a patient otherwise well adjusted or only in small 
part to the effect of such factors on a psyche in which 
conflict is deeply rooted and of long standing. The pre- 
cipitating factor causing the tension should be identified, 
and specific treatment should be directed toward curing 
any somatic disease that may be present, allaying fear of 
disease that is not present, and improving the environ- 
mental situation or helping the patient to make better 
adjustment to inescapable burdens. Ego building, re- 
assurance, and approbation often have beneficial effects. 
Analgesic or sedative drugs may be helpful in some 
circumstances, but the patient should not be permitted 
to depend on them indefinitely. In dealing with patients 
with deep-lying psychic conflicts of long standing, a gen- 
eral physician should not attempt to do more than deal 
with factors immediately involved in the production of 
symptoms, and he should not give more than perfunctory 
explanation of the deeper conflicts. Often the problem 
with patients of this kind is to provide benign outlets for 
excessive drives and energies. In some cases, this may 
require considerable inventiveness. Failures in therapy 
may result from incorrect diagnosis or inept tailoring or 
application of the program of treatment to the peculiari- 
ties of the conflict situation or the patient and sometimes 
from the fact that the patient resists therapy because the 
symptoms are an integral part of his adjustment. 

655 Sutter St. (2) (Dr. Wilbur). 
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The management of the various types of shock, each 
characterized by its own combination of circulatory dis- 
turbances,' is still far from perfect. Recently, the employ- 
ment of intra-arterial transfusion* and vasopressor 
drugs * for shock has begun to receive increasing atten- 
tion. The present report is a clinical evaluation of 
arterenol, a vasopressor drug, in the treatment of shock 
from various Causes. 


RATIONALE OF VASOPRESSOR DRUG THERAPY IN SHOCK 


Whole blood is the most effective substance to combat 
shock due to hemorrhage; however, blood (or plasma) 
is not always immediately available, and other methods 
of treatment must be employed in the interim. Further- 
more, blood and blood products, on occasion, are not 
effective in reversing the profound hypotension of severe 
blood loss, and adjuvant therapy is then desirable. Under 
these circumstances, vasopressor drug therapy would be 
indicated to combat the severe peripheral vascular 
collapse. 

Severe cardiogenic shock, initiated by the inability of 
the left heart to maintain an adequate output,‘ is not 
rare after acute myocardial infarction and is associated 
with a mortality rate of 75% or higher.’ Good thera- 
peutic results have been reported with intravenous 
plasma and blood transfusions,” but this approach has 
generally been considered to have relatively little value.’ 
Intravenous administration of blood may aggravate 
existing pulmonary edema. This may be avoided to some 
extent by the use of intra-arterial transfusions. The latter 
have been used by Silber and co-workers * and Berman 
and Akman,*” and the reported results have been encour- 
aging enough to merit further clinical evaluation. It has 
been previously suggested that intra-arterial transfusion 
combined with vasopressor drugs may be a more effec- 
tive therapeutic approach to cardiogenic shock than any 
heretofore utilized." Increasing attention has been paid 
to the use of vasopressor therapy in cardiogenic shock, 
the primary stimulation to the more recent work being 
the discovery of vasopressor substances with potent 
peripheral action and without evident aggravation of 
myocardial - irritability.” The aim of the use of vaso- 
pressor drugs in the treatment of shock following acute 
myocardial infarction is to increase the mean aortic 
pressure and thus reestablish an adequate coronary blood 
flow. Hellerstein and Brofman* have pointed out that 
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the ideal pressor drug would increase peripheral resist- 
ance, elevate blood pressure, produce a ionate 
increase of coronary flow, and have minimal side-effects 
and would not decrease cardiac output or produce seri- 
ous arrhythmias. 

Shock following toxemia, infection, or drug intoxica- 
tion or due to neurogenic factors is associated with 
peripheral vasomotor collapse and the redistribution and 
pooling of blood. The primary aim of therapy is, there- 
fore, to increase the effective circulating blood volume. 
Whole blood or plasma transfusion is often satisfactory, 
but, when severe circulatory collapse is present, the 
shock may not resolve with this therapy alone. Inasmuch 
as the primary problem appears to be a loss of vasomotor 
tone,' vasopressor drugs theoretically should have a 
desirable therapeutic effect. 


PHARMACOLOGY OF ARTERENOL 

Arterenol (nor-epinephrine ) is an amine that has been 
proved a potent vasopressor drug in man.'” Its presence 
has been shown in the adrenal medulla of cattle," 
and it undoubtedly plays an important role in impulse 
transmission in postganglionic adrenergic nerves.'* It 
has been found in high concentration in pheochromo- 
cytomas,'* and an etiological relationship to essential 
hypertension has been suggested.*” 

In the isolated surviving coronary arteries of healthy, 
slaughtered swine, arterenol is said to produce two and 
one-half times the vasodilatation produced by /-epi- 
nephrine.‘* Arterenol causes significant increases in 
coronary artery blood flow in animals,’ although a de- 
creased coronary flow has been reported with small 
doses.'* It has been suggested that the coronary vaso- 
dilatation may be wholly or partly secondary to stimula- 
tion of the myocardium."’ 

In man, arterenol causes generalized vasoconstriction 
of arterial, capillary, and venous blood vessels and a 
resultant increase in total peripheral resistance." It tends 
to slow the pulse rate, an effect abolished by atropine. It 
produces an increase in cerebrovascular resistance and 
a decrease in cerebral blood flow, despite the increase 
produced in mean arterial blood pressure, and no sig- 
nificant change in oxygen consumption.'* Sensenbach 
and Ochs '* found, however, no significant fall in cerebral 
blood flow. Arterenol produces a decrease in renal 
plasma flow, leaves the glomerular filtration rate rela- 
tively unchanged, and usually produces an increase in 
urine flow.*” 

Arterenol has been used effectively to prevent hypo- 
tensive phases during sympathectomy,*' and Goldenberg 
and his associates ** have used it successfully in treat- 
ment of patients with oligemic shock in whom blood 
therapy alone was not satisfactory. No serious cardiac 
arrhythmias were reported during its administration, and 
surprisingly few subjective sensations were manifest, 
despite pressor effects of considerable magnitude. Baker 
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and one of us (A.J.M.)** observed no undesirable effects 
on the prevailing cardiac rhythm or the subjective status 
during the administration of arterenol to patients in 
shock following acute myocardial infarction. Pressor 
responses were obtained in six of seven patients studied. 
Recently, Kurland and Malach “ reported significant 
pressor responses in 12 of 17 courses of treatment in 14 
patients in cardiogenic shock. They also confirmed the 
absence of untoward cardiac rhythms or subjective re- 
actions during the use of arterenol. 


METHOD 

Thirty-two patients in shock from various causes were 
treated with arterenol, the arterenol being used in addi- 
tion to other appropriate measures. All the patients were 
severely ill. The duration of shock prior to the institution 
of arterenol therapy varied. The degree of shock present 
in each case was arbitrarily classified as “moderate,” 
“severe,” or “profound,” on the basis of an impression 
of each patient's clinical status. Vasopressor responses 
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of administration. The infusions were stopped by de- 
creasing the rates of flow by small amounts and observing 
the effect on the blood pressure. If the blood pressure 
tended to fall, arterenol therapy was continued; if the 
blood pressure maintained itself, the rate of infusion was 
decreased gradually and finally stopped. Ordinary intra- 
venous infusion sets were used, no attempt being made 
to calibrate the exact amounts of drug given per unit 
time. 
RESULTS 

The results of treatment are summarized in tables 1 
and 2. Thirty-two patients were treated for 40 episodes 
of shock. A satisfactory pressor response was obtained in 
33 instances; in 5S instances the blood pressure was raised 
but not out of shock levels; in the remaining 2 there was 
no pressor response. In half the patients studied cardio- 
genic factors were primary or of major importance in the 
initiation of shock, and in the other half the shock was 
primarily noncardiac in origin. 


Taste 2.—Results of Arterenol Therapy Classified According to Probable Major Cause of Shock 


No. of 
Cause of Shock Patients 
Myocardial infarction............ 
Virus pleuropericarditis............ 
Pulmonary embolization. . 
Massive gastrointestinal hemervhage.. 
Anaphylactic shock.. 
Ruptured ectopic peagneney.. 
Bulbar poliomyelitis; acute myocarditis. . 
Pnoeumonia; acute myocarditis. . see 


No. of Patients 


Obtaining No. of 
Pressor Improvement Patients 
Excellent * r ote Poor State Illness 
1 ee 1 1 
i 1 1 
2 2 1% 
2 3 
1 os 1 1 
1 ; 1 1 
1 oc 1 1 
1 ee 1 
1 1 of 
ee 1 0 
4 2 os 


* Systolic arterial blood pressure raised to 0) mm. He o 


r higher 
¢t Systolic arterial blood pressure significantly elevated but lower than 100 mm. Hg. 


t No elevation in systolic arterial blood pressure 
§ The other patient died 2) days after the episode of «he 


wk 
{ One patient died «ix days after an emergency subtotal gastric resection; one had carcinoma of the colon with generalized metastases. 
of shock. 


One patient died nine days after the episode 
$3 In four patients the ultimate prognosis was hopeless. 


were classified as “excellent” when the blood 

was elevated to within normal limits, “fair” when the 
blood pressure rose but did not reach the normal range, 
and “poor” when little or no blood pressure response was 
obtained. 

The solutions for infusion were generally prepared by 
adding 4 cc. ef a 1:1,000 solution of arterenol to 1,000 
ce. of 5% glucose in water or 0.9% sodium chloride in 
water. (In one instance arterenol was added to plasma). 
The resultant selution contained 4 yg of arterenol (as 
the bitartrate) per cubic centimeter. When it was desired 
to limit the total amounts of fluid administered, arterenol 
solutions were prepared in greater concentration (ec. g., 
16 wg or more per cubic centimeter). 

The infusions were begun in one of two ways. Usually, 
they were started at the rate of 10 to 15 drops per minute 
and increased by about 5 drops every three minutes, until 
the desired blood pressure was obtained. Frequently, the 
rate of administration was initially fairly rapid (e. g., 60 
drops per minute) and then was adjusted to hold the 
blood pressure at the desired level with the minimum rate 


Nine patients had shock following acute myocardial 
infarction. In eight, excellent pressor responses were 
obtained; two (cases 24 and 27, table 1) were relieved 
of shock on two separate occasions, and one other (case 
32, table 1) had a satisfactory pressor response during 
each of the five episodes of hypotension. Five of the nine 
patients survived, two of whom (cases 27 and 24, table 
1) were having, respectively, their second and third 
myocardial infarctions. Three of the five surviving pa- 
tients and two of the four who eventually died were 
digitalized before or during arterenol therapy. Only one 
of the nine patients (case 10, table 1) was in known 
shock for longer than three hours before arterenol treat- 
ment was begun. This patient, who had severe hyper- 
tension and chronic congestive heart failure prior to 
coronary occlusion, died despite the achievement of a 
good pressor response (not, however, to previous levels ) 
with arterenol. In one patient (case 13, table 1) 500 
ce. of whole blood was given intra-arterially during the 
time arterenol was being infused and had already resulted 
in a moderate pressor response. This patient died more 
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than 20 hours after arterenol therapy was started, despite 
elevation of the blood pressure to 100/80. 

Three patients treated for shock had acute myocarditis 
in addition to another basic disease process. All three 
died, although two had excellent pressor responses. All 
were digitalized. One patient (case 21, table 1) with 
bulbar poliomyelitis survived for more than 36 hours 
after arterenol therapy was instituted. There was no 
doubt of the efficacy of arterenol in maintaining the blood 
pressure, although very large dosages were required. 

One patient in shock associated with virus pleuroperi- 
carditis and pleural effusion (case 23, table 1) recovered 
after arterenol therapy. A digitalized patient in chronic 
congestive heart failure went into cardiogenic shock 
shortly after right heart catheterization (case 15, table 
1). An electrocardiogram at this time was compatible 
with acute coronary insufficiency, and this was confirmed 
in a subsequent record. Arterenol resulted in remarkable 
improvement, the blood pressure being elevated from 
50/? to 100/70. Thereafter the patient made an un- 
eventful recovery. Two patients (cases | and 9, table 1) 
with pulmonary embolism were successfully treated for 
shock; the first survived for 21 days, while the other was 
discharged from the hospital after 20 days. Both patients 
were digitalized, and one received quinidine for frequent 
premature ventriculac systoles. 

Sixteen patients were treated for shock of noncardiac 
origin. Three (cases 2, 3, and 16, table 1) were treated 
for shock following massive gastrointestinal blood loss 
until whole blood could be obtained; in two of these 
excellent vasopressor results were achieved. Two patients 
(cases 12 and 30, table 1 ) treated for shock after rupture 
of the abdominal and thoracic aortas, respectively, had 
excellent blood pressure rises. Successful relief from 
shock was obtained in one patient (case 11, table 1) 
with a ruptured ectopic pregnancy and in another patient 
(case 29, table 1) with empyema of the gallbladder. In 
both instances arterenol treatment permitted surgical 
intervention, and both patients survived. Vasopressor 
therapy was successfully used in a patient with barbi- 
turate intoxication (case 4, table 1); this patient sur- 
vived deep coma and two separate episodes of severe 
shock. 

A dramatic result was achieved in a patient with 
anaphylactic shock (case 28, table 1), the blood pres- 
sure being quickly raised from 40/0 to 110/80. Treat- 
ment was necessary for only one-half hour, during which 
time erythematous wheals on the arms and face showed 
considerable improvement. One patient (case 19, table 
1) who survived a period of shock following myocardial 
infarction also had serum sickness, a diffuse erythema, 
and urticaria. While arterenol was being given, the 
erythema showed considerable improvement, and the 
urticaria almost disappeared. When arterenol therapy 
was stopped, the urticaria recurred. 

Arterenol was given continuously in this series of pa- 
tients for 42 to 36 hours, with ill effects becoming 
manifest. All except one of the patients had rapid heart 
rates; arterenol slowed the rates in some. In no instance 
was the rhythm altered. One patient had advanced atrio- 
ventricular block, four had multiple premature systoles, 
and one had auricular fibrillation. Congestive heart 
failure was neither precipitated nor manifestly aggra- 
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vated by arterenol. In 14 patients, digitalis or one of its 
derivatives was used before or during arterenol treat- 
ment. All of the patients treated in this series were gravely 
ill, and permission was often given for arterenol to be 
used only as an heroic measure. In five patients (cases 7, 
12, 14, 16, and 30, table 1) it was known that the ulti- 
mate prognosis was hopeless, and arterenol was used 
only to evaluate its pressor effect. The noteworthy local 
complications of arterenol therapy were few. One patient 
who survived an episode of shock subsequently had 
sloughs of skin from the dorsal surfaces of each hand at 
the sites of the venipunctures. Another patient had 
thrombosis of an antecubital vein. Blanching of the skin 
near the site of venipuncture was observed often. 


COMMENT 

The results of the present study definitely establish 
arterenol as a valuable adjuvant in the treatment of 
shock. It was effective in treatment of shock due to blood 
loss; nevertheless, oligemic shock should be treated with 
this drug alone only as a means of interim care until 
blood and / or plasma is obtained. Its prolonged use alone 
may mask continued blood loss, and there is no evidence 
that arterenol, by virtue of its vasoconstrictor action, 
tends to stop or slow bleeding. In cases in which intra- 
venous administration of whole blood alone is not effec- 
tive in reversing shock due to blood loss, the use of 
vasopressor therapy would appear to be mandatory. This 
study and others cited revealed no undesirable responses 
from the use of arterenol in treatment of oligemic shock. 
Further experience may establish that the immediate 
utilization of arterenol along with whole blood is the 
most conservative method of treating severe shock, the 
aim of good therapy being to reverse the state of shock 
as quickly as possible. Finally, arterenol may prove of 
increasing value in patients with persistent blood loss 
who require emergency surgery. 

Our results confirm the absence of enhanced myo- 
cardial irritability, as evidenced by clinical criteria, when 
arterenol is administered to patients in severe shock fol- 
lowing myocardial infarction. There was also no evidence 
of increased myocardial irritability when arterenol was 
used to treat shock in myocarditis and pulmonary 
embolism. There was no instance of untoward effect on 
the prevailing cardiac rhythm, and no undesirable sub- 
jective reactions were observed. The relief of hypoten- 
sion was generally associated with objective evidence of 
clinical improvement. The over-all survival rate of pa- 
tients in cardiogenic shock was higher than in a study 
previously reported by Baker and one of us (A.J.M.) **; 
however, in the previous study the criteria for treatment 
demanded a systolic blood pressure Of 80 mm. Hg or less 
and a duration of shock of at least four hours. Thus, the 
prognosis for those patients was extremely grave. The 
better results obtained in the present study are probably 
in part a reflection of the earlier treatment of the shock. 
We believe that severe cardiogenic shock demands 
therapy and agree with Hellerstein and Brofman * that 
the most efficacious method of treatment now available 
is use of vasopressor drugs. Inasmuch as arterenol has 
proved a relatively safe drug when used with proper 
precautions, there need be no procrastination about the 
institution of early therapy. It is important to remember, 
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however, that this drug can in no way replace the stand- 
ard treatment measures for complications of cardiogenic 
shock or events occurring concomitantly with it. Such 
problems as congestive heart failure, embolic phe- 
nomena, and cardiac arrhythmias should be treated by 
the known and appropriate measures. Digitalis or its 
derivatives should be used without hesitation in the 
treatment of congestive heart failure. Arterenol produced 
impressive vasopressor responses in patients with shock 
that was not primarily of oligemic or cardiac origin. Use 
of vasopressor drugs would seem logical when the pri- 
mary defect is a loss of vasomotor tone. 

Experience with the use of arterenol has shown that 
there occasionally is a need for large dosages to achieve 
a satisfactory vasopressor response. No undesirable 
effects were noted with doses as high as 100 drops per 
minute of a solution containing 32 ,»g of arterenol bitar- 
trate per cubic centimeter. Sometimes relatively small 
amounts of arterenol have produced excellent vaso- 
pressor results, and it is for this reason that we suggest 
starting the infusion slowly and gradually increasing the 
rate of administration until the desired arterial blood 
pressure is attained. We believe it advisable to decrease 
the rate of flow slowly when the infusion is to be discon- 
tinued, rather than to stop it abruptly. 

The considerable amount of investigative work with 
arterenol, although sometimes contradictory, generally 
points to the increasing value of this drug in clinical 
medicine. Final evaluation will have to await studies of 
larger numbers of patients with various types of shock. 
One problem that has arisen, on which the present inves- 
tigation sheds little light, is the unpredictability of arterial 
blood pressure responses to particular dosages of arte- 
renol. Fritz and Levine *’ and Ramey, Goldstein, and 
Levine ** have shown that dogs whose adrenals have 
been removed do not show the same response to arterenol 
as normal control dogs, that arterial blood pressure can- 
not be maintained by continuous infusion of arterenol as 
in normal controls, and that the mesoappendix of the 
rat without adrenals becomes refractory to repeated 
topical applications of arterenol. The diminution or lack 
of response in animals whose adrenals have been re- 
moved was reversed by administration of adrenal cortex 
extract. 

This work may have clinical application in episodes of 
shock not responsive to arterenol or in those in which 
very large doses of the drug are required to obtain a 
pressor response. In some of these patients, adrenal “ex- 
haustion,” with diminished secretion of adrenal cortical 
hormones, may diminish blood vessel reactivity to 
arterenol. Two other factors must also be considered, 
however. It is undoubtedly true that in certain instances 
of shock, or at certain times in the sequence of events 
leading to the clinical picture of shock, maximal vaso- 
constriction is already present Owing to intrinsic com- 
pensatory mechanisms. Arterenol would not be expected 
to have a significant vasopressor action under such cir- 
cumstances if its role is solely that of a vasoconstrictor. 
The experiences reported here show that arterenol gen- 
erally does raise the arterial blood pressure in patients in 
shock. Our data cannot, however, be used to elucidate 
the mechanism by which this result is obtained. The 
presumptive evidence, from studies in normal persons, 
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indicates the major factor to be one of increased periph- 
eral resistance secondary to vasoconstriction, but the 
factor of increased cardiac output remains a possibility 
when shock is present. Studies in normal persons, though 
of definite value, cannot be directly transposed to explain 
why arterenol raises the blood pressure in persons with 
shock. It definitely can be stated that, if increased 
cardiac output is a factor, it does not occur by means of 
an increase in heart rate. 

Thus, failure to obtain a satisfactory rise in arterial 
blood pressure in patients in shock by treatment with 
arterenol may be dependent on (1) an inability of the 
blood vessels to respond with sufficient vasoconstriction, 
(2) the presence of maximal vasoconstriction before 
arterenol is given, or (3) the inability of the heart to 
respond with an increased output. More than one of these 
factors may be operative. In the light of our results, we 
consider the second possibility to be unlikely in cases of 
severe or profound shock from any cause. The first possi- 
bility, already demonstrated by Levine and his group ** 
in animals, will require confirmation in man. The evalua- 
tion of the relative roles of alterations in cardiac output 
and total peripheral resistance in response to arterenol 
used in treatment of shock will have to await appropriate 


tudies. 
studies SUMMARY 


Arterenol, a pressor amine, has been used in the treat- 
ment of 40 episodes of shock from various causes in 32 
patients. Nine patients were in shock following acute 
myocardial infarction. Excellent pressor responses were 
obtained with treatment in 25 of the 32 patients; in five 
patients the pressor response was moderate, and in two 
there was no response. The results strongly suggest arte- 
renol to be a valuable adjuvant to the therapy of shock. 
There was no evidence that arterenol increased myo- 
cardial irritability. No undesirable subjective reactions 
were noted. In no instance was heart failure precipitated 
or aggravated by arterenol, and there were no apparent 
ill effects in patients digitalized before or during arte- 
renol therapy. Further evidence for the value of vaso- 
pressor therapy in the treatment of cardiogenic shock 
is given. Arterenol was effective as interim therapy of 
oligemic shock until whole blood could be obtained. It 
was of value in the treatment of shock associated with 
barbiturate intoxication, bulbar poliomyelitis, virus 
pleuropericarditis, ruptured ectopic pregnancy, and 
empyema of the gallbladder. Anaphylactic shock was 
also successfully treated. 


29th St. and Ellis Ave. (16) (Dr. Katz). 


Health and QObesity.—Obesity is both disadvantageous and 
dangerous. . . . Obesity predisposes to diabetes, increases the 
tendency to hypertension, favors the development of athero- 
sclerosis and contributes to heart failure. It increases the 
incidence of gallstones. It causes shortness of breath on ex- 
ertion, intolerance to heat and excessive sweating. It leads to 
maceration, intertrigo, eczema and furunculosis. It fosters 
the development of postural emphysema, flat feet, hernia and 
osteoarthritis of the hips and knees. In every physical activity, 
its presence constitutes a burden varying only with the degree 
of adiposity. It is unesthetic, socially unacceptable and psycho- 
logically crippling. It shortens a life that has been made 
ridiculous and miserable by its presence.—D. P. Barr, M.D., 
Health and Obesity, New England Journal of Medicine, June 4, 
1953. 
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NEW APPROACH TO THE TREATMENT OF INTRACTABLE 
VERRUCA PLANTARIS (PLANTAR WART) 


Henri L. DuVries, M.D., Chicago 


It is not generally appreciated that new growths of the 
skin on the plantar surface, especially those occurring 
under the heads of the metatarsals or any weight bearing 
area of the foot, often become a major disabling prob- 
lem. A pebble or nail inside a shoe can make standing 
or walking next to impossible; a deep-seated callus or 
residual scar can do likewise, if located under a weight 
bearing area. The disability these growths may cause 
varies from a constant discomfort to complete inability 
to bear weight over the area. The patient often states that 
bearing weight on the area is like “stepping on a tack.” 


Fig. 18.—Postopetative view of foot with intractable verruca plantaris 
under the second left metatarsal head after Dickson's procedure 


That some authorities have been aware of the serious- 
ness of these problems is attested to by the drastic 
operations they have recommended. Dickson ' suggests 
excision of the entire metatarsal shaft, together with 
dorsal and plantar soft structures covering it, including 
the toe. Imregard to this procedure, a 42-year-old woman 
was first seen by me in February, 1952, with the com- 
plaint of an intractable verruca plantaris under the second 
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left metatarsal head. A few days before the appointed date 
for surgery, Dickson's procedure was performed else- 
where. I saw her again in February, 1953, when she pre- 
sented a linear scar studded with multiple clavi along the 
medial side of the entire shaft of the third metatarsal. She 
is more incapacitated than formerly (fig. 1). Blair * ad- 
vises excision of the growth and its surrounding tissue and 
pedicle grafting from a non-weight-bearing surface of the 
sole of the foot. 

Formation of this type of new growth occurs most 
frequently under the middle three metatarsal heads (fig. 
2A ). It is in this area that they oftenest become intrac- 
table and are usually referred to as plantar warts. It is 
open to question whether many of these growths are 
verrucae. I see many seed-like calluses under the plantar 
condyle surfaces of the metatarsal heads, containing 
white connective tissue fibers of a reactive fibrosis, sec- 
ondary to the prolonged trauma of pivotal weight-bearing 
on a pointed condyle. Such a callus is often diagnosed 
as verruca plantaris and treated by irradiation, escha- 
rotics, electrodesiccation, or surgical excision of the mass. 
Many patients have been treated by all of these methods. 
The mass of scar tissue resulting from each type of treat- 
ment has been greater than the original excrescence, with 
increased disability. A comparable but less disabling 
condition occurs under the head of the first metatarsal 
and is usually due to an anomalous or hypertrophied 
tibial hallux sesamoid. New growths are uncommon 
under the head of the fifth metatarsal, but minor callosi- 
ties are Common. 

The plantar surface of the head of each metatarsal 
has two condylar projections. Those of the middle three 
metatarsals end in sharp points extending proximally 
(fig. 2B). The condyle on the fibular side is always the 
larger. Because depression of the anterior arch is nearly 
a universal malady of civilized man, these condyles 
assume tull weight bearing function. During walking they 
bear an added pivotal backward thrust for a short period 
during each step. This thrust results in the condylar 
points gouging into the soft understructures. These pro- 
jections vary in size and shape from one metatarsal to 
another and in different persons. The plantar condyles 
of these metatarsals may vary from a mere rudiment to a 
projection higher than any other weight bearing point 
under all the metatarsal heads and from a ball-like sur- 
face to a pinpoint (fig. 2B and 2C). The sharper and 
more projective the condylar points the more the person 
is subject to fibrotic changes in the skin and subcutaneous 
tissue of this area. The skin under such a condyle 
accumulates horny cells as a protective measure, and a 
vicious cycle is produced: the greater the accumulation 
of horny layers the less space between the condylar sur- 
face and contact area, resulting in further compression 
of the soft tissues covering these areas and their gradual 
degeneration. 
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TREATMENT 
In the past four years, | have excised 23 plantar 
condyles of the metatarsal heads of 21 patients, aged 23 
to 62 years, with intractable growths immediately under 
the head concerned. There was complete relief in the 
majority of cases and marked improvement in all others. 
Fourteen (64% ) of the patients were women. One 


Fig. 2.—Location of verruca plantaris in plantar area. A, usual appear- 
ance of a new growth or scar under a metatarsal head. BA. cross section 
of metatarsal bead 0.5 cm. behind articular surface, showing condylar 
process. C, plantar view of metatarsal heads. Note that the fibular condylar 
process is normally the larger. 


woman and one man had growths bilaterally: in the 
woman the second metatarsal head of both feet were 
involved, whereas in the man the third metatarsal head 
of both feet were so afflicted. The second metatarsal 
head was involved in 12 cases (52° ), the third in 8 
cases (34% ), and the fourth in 3 cases (13% ). Three 
of the patients had had no previous treatment, five had 
had electrodesiccation and escharotics, four had had 
electrodesiccation, escharotics, and radiation therapy, 
three had had just radiation therapy, two just escharotics, 
two electrodesiccation, escharotics, radiation therapy, 
and excision, and one each just excision and electro- 
desiccation only. 

An incision is made immediately over the involved 
metatarsal phalangeal joint. The skin and extensor 
tendon are retracted, and the capsule is incised longitudi- 
nally (fig. 3). The capsule is then retracted with the skin 
margins, and a vertical incision is made in each side of 
the joint capsule (fig. 4); this frees the head of the 
metatarsal so that it can be delivered dorsally. The in- 
volved toe is plantar-flexed by the thumb of the surgeon's 
left hand, while the index finger of the same hand is 
applying pressure on the plantar surface of the meta- 
tarsal. This delivers the head of the metatarsal out of the 
wound (fig. 5). The plantar condyle is now amputated 
(fig. 6), and the surface is smoothed and rounded with 
a Joseph nasal rasp (fig. 74 ). The capsule is closed with 
interrupted sutures (fig. 7B), and the skin margins are 
sutured. 

REPORT OF CASES 

Case 1.—The patient was a 54-year-old white male barber. 
For 10 years he had had a callus under the head of each third 
metatarsal. About seven years ago the condition was diag- 
nosed as verruca plantaris, and electrodesiccation was em- 
ployed, without relief. Two years later the growths were 
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irradiated. Increase in size of the growths and resultant dis- 
ability compelled the patient to give up barbering in 1950, 
because of inability to stand. Physical examination and routine 
laboratory findings were normal. In September, 1950, I re- 
moved the plantar condyles immediately over the growths. The 
patient was able to return to work, practice his trade two 
months later, and is to this day free from pain. 


Cast 2.—A 32-year-old white female waitress, in the spring 
of 1950, noted a growth under the second right metatarsal 
head, which was painful on weight bearing. The mass was 
diagnosed as verruca plantaris and excised. It recurred soon 
after healing of the wound. Some months later it was treated 
by electrodesiccation; again it recurred, more painful than 
ever. This was followed by many attempts to destroy the 
growths by escharotics. She first came under my care Sept. 8, 
1952, with the complaint of inability to retain employment 
because she was unable to bear weight on the ball of her 
right foot. 

On examination | found a cicatrix 2.5 by | cm. under the 
head of the right second metatarsal, whose center contained 
papillary formation resembling verruca tissue surrounded by 
scar (fig. 8). The mass was not adherent but penetrated the 
subcutaneous tissue and fascia. Results of routine physical 
examination and usual laboratory tests were normal. On Sept. 
29, 1952, the plantar condylar surface of the second right 
metatarsal head was excised. The patient made an uneventful 
recovery and was able to bear weight comfortably on the ball 
of her right foot three weeks postoperatively. Since then the 
mass has almost disappeared (fig. 9), and she is completely 
free of pain. 

SUMMARY 


Verruca plantaris (plantar wart) and deep-seated 
calluses occur commonly under the metatarsal heads 
and often become a major disabling problem. Pre- 


Fig. 6—The condylar process is amputated with a Horsley cutting 
forceps. 


vailing treatment often leaves disabling residual scar, 
and the radical procedures performed on intractable 
cases produce deformity. A new surgical approach to 
alleviate this malady is outlined. Twenty-one cases that 
have been successfully treated by this procedure are 
recorded. 
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NEW APPROACH TO THE TREATMENT OF INTRACTABLE 
VERRUCA PLANTARIS (PLANTAR WART) 


Henri L. DuVries, M.D., Chicago 


It is not generally appreciated that new growths of the 
skin on the plantar surface, especially those occurring 
under the heads of the metatarsals or any weight bearing 
area of the foot, often become a major disabling prob- 
lem. A pebble or nail inside a shoe can make standing 
or walking next to impossible; a deep-seated callus or 
residual scar can do likewise, if located under a weight 
bearing area. The disability these growths may cause 
varies from a constant discomfort to complete inability 
to bear weight over the area. The patient often states that 
bearing weight on the area is like “stepping on a tack.” 


Fig. 18. —Postoperative view of foot with intractable verruca plantaris 
under the second left metatarsal head after Dickson's procedure 


That some authorities have been aware of the serious- 
ness of these problems is attested to by the drastic 
operations they have recommended. Dickson ' suggests 
excision of the entire metatarsal shaft, together with 
dorsal and plantar soft structures covering it, including 
the toe. Imregard to this procedure, a 42-year-old woman 
was first seen by me in February, 1952, with the com- 
plaint of an intractable verruca plantaris under the second 
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left metatarsal head. A few days before the appointed date 
for surgery, Dickson's procedure was performed else- 
where. I saw her again in February, 1953, when she pre- 
sented a linear scar studded with multiple clavi along the 
medial side of the entire shaft of the third metatarsal. She 
is more incapacitated than formerly (fig. 1). Blair * ad- 
vises excision of the growth and its surrounding tissue and 
pedicle grafting from a non-weight-bearing surface of the 
sole of the foot. 

Formation of this type of new growth occurs most 
frequently under the middle three metatarsal heads (fig. 
2A). It is in this area that they oftenest become intrac- 
table and are usually referred to as plantar warts. It is 
open to question whether many of these growths are 
verrucae. I see many seed-like calluses under the plantar 
condyle surfaces of the metatarsal heads, containing 
white connective tissue fibers of a reactive fibrosis, sec- 
ondary to the prolonged trauma of pivotal weight-bearing 
on a pointed condyle. Such a callus is often diagnosed 
as verruca plantaris and treated by irradiation, escha- 
rotics, clectrodesiccation, or surgical excision of the mass. 
Many patients have been treated by all of these methods. 
The mass of scar tissue resulting from each type of treat- 
ment has been greater than the original excrescence, with 
increased disability. A comparable but less disabling 
condition occurs under the head of the first metatarsal 
and is usually due to an anomalous or hypertrophied 
tibial hallux sesamoid. New growths are uncommon 
under the head of the fifth metatarsal, but minor callosi- 
ties are Common. 

The plantar surface of the head of each metatarsal 
has two condylar projections. Those of the middle three 
metatarsals end in sharp points extending proximally 
(fig. 2B). The condyle on the fibular side is always the 
larger. Because depression of the anterior arch is nearly 
a universal malady of civilized man, these condyles 
assume full weight bearing function. During walking they 
bear an added pivotal backward thrust for a short period 
during each step. This thrust results in the condylar 
points gouging into the soft understructures. These pro- 
jections vary in size and shape from one metatarsal to 
another and in different persons. The plantar condyles 
of these metatarsals may vary from a mere rudiment to a 
projection higher than any other weight bearing point 
under all the metatarsal heads and from a ball-like sur- 
face to a pinpoint (fig. 2B and 2C). The sharper and 
more projective the condylar points the more the person 
is subject to fibrotic changes in the skin and subcutaneous 
tissue of this area. The skin under such a condyle 
accumulates horny cells as a protective measure, and a 
vicious cycle is produced: the greater the accumulation 
of horny layers the less space between the condylar sur- 
face and contact area, resulting in further compression 
of the soft tissues covering these areas and their gradual 
degeneration. 
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TREATMENT 
In the past four years, I have excised 23 plantar 
condyles of the metatarsal heads of 21 patients, aged 23 
to 62 years, with intractable growths immediately under 
the head concerned. There was complete relief in the 
majority of cases and marked improvement in all others. 
Fourteen (64% ) of the patients were women. One 


Fig. 2.—Location of verruca plantaris in plantar area. A. usual appear- 
ance of a new growth of scar under a metatarsal head. B. cross section 
of metatarsal head 0.5 om. behind articu'ar surface, showing condylar 
process. C, plantar view of metatarsal heads. Note that the fibular condylar 
process is normally the larger. 


woman and one man had growths bilaterally: in the 
woman the second metatarsal head of both feet were 
involved, whereas in the man the third metatarsal head 
of both feet were so afflicted. The second metatarsal 
head was involved in 12 cases (52° ), the third in 8 
cases (34% ), and the fourth in 3 cases (13% ). Three 
of the patients had had no previous treatment, five had 
had electrodesiccation and escharotics, four had had 
electrodesiccation, escharotics, and radiation therapy, 
three had had just radiation therapy, two just escharotics, 
two electrodesiccation, escharotics, radiation therapy, 
and excision, and one each just excision and electro- 
desiccation only. 

An incision is made immediately over the involved 
metatarsal phalangeal joint. The skin and extensor 
tendon are retracted, and the capsule is incised longitudi- 
nally (fig. 3). The capsule is then retracted with the skin 
margins, and a vertical incision is made in each side of 
the joint capsule (fig. 4); this frees the head of the 
metatarsal so that it can be delivered dorsally. The in- 
volved toe is plantar-flexed by the thumb of the surgeon's 
left hand, while the index finger of the same hand is 
applying pressure on the plantar surface of the meta- 
tarsal. This delivers the head of the metatarsal out of the 
wound (fig. 5). The plantar condyle is now amputated 
(fig. 6), and the surface is smoothed and rounded with 
a Joseph nasal rasp (fig. 74 ). The capsule is closed with 
interrupted sutures (fig. 7B), and the skin margins are 
sutured. 

REPORT OF CASES 

Case 1.—The patient was a $4-year-old white male barber. 
For 10 years he had had a callus under the head of each third 
metatarsal. About seven years ago the condition was diag- 
nosed as verruca plantaris, and electrodesiccation was em- 
ployed, without relief. Two years later the growths were 
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irradiated. Increase in size of the growths and resultant dis- 
ability compelled the patient to give up barbering in 1950, 
because of inability to stand. Physical examination and routine 
laboratory findings were normal. In September, 1950, I re- 
moved the plantar condyles immediately over the growths. The 
patient was able to return to work, practice his trade two 
months later, and is to this day free from pain. 


Cast 2.—A 32-year-old white female waitress, in the spring 
of 1950, noted a growth under the second right metatarsal 
head, which was painful on weight bearing. The mass was 
diagnosed as verruca plantaris and excised. It recurred soon 
after healing of the wound. Some months later it was treated 
by electrodesiccation; again it recurred, more painful than 
ever. This was followed by many attempts to destroy the 
growths by escharotics. She first came under my care Sept. 8, 
1952, with the complaint of inability to retain employment 
because she was unable to bear weight on the ball of her 
right foot. 

On examination | found a cicatrix 2.5 by | cm. under the 
head of the right second metatarsal, whose center contained 
papillary formation resembling verruca tissue surrounded by 
scar (fig. 8). The mass was not adherent but penetrated the 
subcutaneous tissue and fascia. Results of routine physical 
examination and usual laboratory tests were normal. On Sept. 
29, 1952, the plantar condylar surface of the second right 
metatarsal head was excised. The patient made an uneventful 
recovery and was able to bear weight comfortably on the ball 
of her right foot three weeks postoperatively. Since then the 
mass has almost disappeared (fig. 9), and she is completely 
free of pain. 

SUMMARY 


Verruca plantaris (plantar wart) and deep-seated 
calluses occur commonly under the metatarsal heads 
and often become a major disabling problem. Pre- 


Fie. 6—The condylar process is amputated with a Horsley cutting 
forceps. 


vailing treatment often leaves disabling residual scar, 
and the radical procedures performed on intractable 
cases produce deformity. A new surgical approach to 
alleviate this malady is outlined. Twenty-one cases that 
have been successfully treated by this procedure are 
recorded. 
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CLARIFICATION OF SYPHILITIC AND NONSYPHILITIC 
SERODIAGNOSTIC REACTIONS 


Reuben L. Kahn, D.Sc., Ann Arbor, Mich. 


In general practice, the following questions often arise 
in relation to syphilitic and nonsyphilitic serodiagnostic 
reactions: How is it possible for serum reactions employ- 
ing lipid antigens apparently unrelated to Treponema 
pallidum to behave as though they were specifically asso- 
ciated with syphilis, indicated by the remarkable parallel- 
ism between serologic and clinical findings in this disease? 
How can these same serum reactions also behave as 
though they were totally unrelated to syphilis, as showa 
by instances of biologically false positive reactions in 
various nonsyphilitic situations? If a positive serodiag- 
nostic reaction in syphilis indicates the existence of this 
disease, what is the meaning of a positive reaction in the 
absence of syphilis? To answer these questions, it will be 
necessary to examine the relationship between the sero- 
diagnostic reaction and the more comprehensive uni- 
versal serologic reaction. ' 


THE UNIVERSAL REACTION 

Serodiagnostic reactions stem from the universal 
serologic reaction. The universal reaction is a lipid 
antigen-antibody precipitation reaction that has given 
positive results in all human beings and animals tested 
thus far. The results in different human beings are differ- 
entiated by serologic patterns. The serologic pattern of 
a given person in health is constant. In the presence of 
pathological conditions, the universal reaction undergoes 
intensification afier an incubation period of about two 
weeks; on recovery, the reaction reverts to normal. Table 
1 shows a universal reaction in a normal person. Seven 
serum dilutions, each made with sodium chloride solu- 
tions of seven different concentrations, were employed. 
After the serum was mixed with the lipid antigen, the 
precipitation results were observed prior to incubation 
and again after 4 and 24 hours’ incubation at refrigerator 
temperature (5 C). The precipitation results listed in 
table | are shown in figure 1. A characteristic common 
to universal reactions in healthy persons is that little or 
no precipitation is noted without incubation of the serum- 
antigen mixture (first section of figure 1); precipitation, 
illustrated by the cross hatched areas, makes its appear- 
ance after 4 hours’ incubation (second section of figure 
1) and is usually intensified after 24 hours’ incubation 
(third section of figure 1). (All the series of graphs in 
figures 2 and 3 have the same construction as that in 
figure 1.) 

RELATIONSHIPS BETWEEN UNIVERSAL AND 
SERODIAGNOSTIC REACTIONS 

The ten sets of graphs in figure 2 illustrate universal 
reactions in health, syphilis, leprosy (nodular form), 
malaria (vivax), and tuberculosis and the relationship 


From the Department of Dermatology and Syphilology, University of 
Michigan Medical School, and the Serology Laboratory, University 
Hospital 

1. (a) Kahn, R. L.: Serology with Lipid Antigen, with Special Reference 
to Kahn and Universal Keactions, Baltimore, Williams & Wiikins Com- 
pany, 1950; (+) An Introduction to the Universal Serologic Reaction in 


Health and Disease, Cambridge, Mass.. Harvard University Press, — 
(c) Present Status of Universal Reaction in and 
Michigan M. Bull, 07: 211-239 1951. 


between universal and serodiagnostic reactions. In health, 
precipitation may be weak, as in graph series 1, stronger, 
as in graph series 2, or stronger still. In syphilis (graph 
series 3 and 4), precipitation is noted without incubation, 
and the degree of precipitation is almost the same after 
incubation; the serologic pattern is distinctive and is 
based presumably on the interaction between particular 
lipids and homologous antibodies; hence the reaction is 
lipid-specific. In leprosy (nodular form), the tendency 
toward precipitation on the left side of each of three sec- 
tions of graph series 5 is greater than that on the right 
side, and the universal reaction is also lipid-specific, the 
serologic pattern being distinctive, although different 


Taste 1.—Universal Serologic Reaction of Normal Human 
Serum to Lipid Antigen 
Coneentration of Sodium Chloride lution 


Employed in Seruin Ditution 
Serial Dilutions 


of Serum O15 i2 21 
Readings made without ineuhation 
1:4 
1:2 


Readings made after 4 hours’ inewhation in refrigerator 


1:2 - on 
1 4 
? = 4 
1:8. 4 4 4 4 
1:4. 4 4 4 4 
1:2 4 4 4 
Uneiluted..... 4 4 4 
Readings made after hours’ Ineubation in refrigerator 
4 = 2 4 
4 3 3 4 
1:4. 4 ‘4 4 4 
4 4 4 4 
4 ‘4 = 4 4 
B28... 4 4 2 4 a 
niiluted 4 4 4 


* The conditions of the teste done with serum dilutions made with 
09% sodium ebloride solution and read without incubation are similar to 
those of the quantitative Kahn test, 


from that in syphilis. The pronounced precipitation in 
graph series 6 is believed to be due to concurrent disease, 
graph series 5 is believed to represent the typical pattern. 
In malaria and tuberculosis, the serologic patterns (graph 
series 7 to 10) are nondistinctive and are considered 
nonspecific intensification of precipitation that occurs 
with the serum of normal persons (noted in graph series 
1 and 2). 

The double cross hatched columns in graph series 3, 
4, 5, 6, and 8 (fig. 2) represent quantitative serodiag- 
nostic (Kahn) reactions. These reactions in graph series 
3, 4, 5, and 6, being parts of lipid-specific universal 
reactions, are themselves lipid-specific; the reaction in 
graph series 8, being part of a nonspecific universal 
reaction, is nonspecific. The reactions in syphilis, leprosy, 
and malaria, being parts of different serologic patterns, 
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are the result of different lipid antigen-antibody reactivi- 
ties. Thus, lipids S may be said to react with antibodies 
s in syphilis, lipids L with antibodies | in leprosy, and 
lipids M with antibodies m in malaria. These reactions 
between different lipids and homologous antibodies are 
not limited to a given test but apply to serodiagnostic 
tests in general, whether precipitation or complement 
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Fig. 1.—The plotting of the universal reaction precipitation results 
recorded in table 1. (This series of graphs forms the basis for those 
shown in figures 2 and 3.) 


fixation tests, since all such tests are based on lipid 
antigen-antibody reactions. Syphilitic and nonsyphilitic 
serodiagnostic reactions stem from the same biologically 
universal serologic response, as is evident in figure 2. 
This brings up the question of why it is that only the 
syphilitic reactions (and the related reactions in the 
treponemal diseases, yaws, pinta, and bejel*) are of 
clinical significance. 


VALUE OF SERODIAGNOSTIC REACTIONS IN SYPHILIS 

The clinical value of serodiagnostic reactions in 
syphilis is based on four factors: 1. In syphilis, as indi- 
cated, the serodiagnostic reaction is lipid-specific, the 
specificity being directed not against T. pallidum but 
against particular lipids set free presumably in pathologi- 
cal processes in this disease. 2. Since syphilis is a disease 
of moderate activity, high level antibody production is to 
be expected. Minimal activity and excessive activity are 
commonly forerunners of low antibody production. 
Malignant syphilis, accompanying excessive tissue break- 
down, which was encountered years ago, generally led to 
negative serodiagnostic reactions. 3. Antibody produc- 
tion is continuous as a result of the chronic nature of the 
disease, and this leads to continuously positive serodiag- 
nostic reactions. The serologic response in latent syphilis 
would indicate that subclinical syphilis processes in per- 
sons in whom the disease has existed for many years is 
sufficient for antibody production. The prolonged exist- 
ence of an antibody-producing disease apparently results 
in a capacity for antibody production following minimal 
antigenic stimulation. In serologic fastness, the immuno- 
logic mechanism involved may be the same as that opera- 
tive in the persistent positivity of the treponemal 
immobilization reaction (Moore and Mohr *) after ade- 
quate therapy in late syphilis. 4. The techniques of sero- 
diagnostic testing are almost optimal for elicitation of 
positive reactions; for example, dilution or concentration 
of the lipids in standard Kahn antigen preparations will 
reduce their sensitivity to syphilitic serums. 

These four factors apply also in the case of yaws, pinta, 
and bejel; hence, serodiagnostic reactions in these 
treponemal diseases have the same clinical value as they 
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do in syphilis. These factors do not apply in leprosy, 
malaria, and tuberculosis. In many patients with leprosy 
disease activity is either minimal or excessive; only when 
it is moderate are conditions favorable for the occurrence 
of positive serodiagnostic reactions. In vivax malaria, 
conditions are not optimal for serodiagnostic detection 
of the disease; this is shown by the fact that, although 
universal reactions become intensified after febrile 
attacks, serodiagnostic reactions, as indicated in series 
7 (fig. 2), may not become positive. In tuberculosis, 
serodiagnostic tests are not applicable; the reactions 
commonly remain negative even though universal re- 
actions increase in intensity. 


FALSE POSITIVE REACTIONS 

The question arises why certain persons have false 
positive reactions in miscellaneous situations and others 
do not. The relationship between universal reactions and 
false positive serodiagnostic reactions is illustrated in 
figure 3. Persons who normally have universal reactions, 
illustrated in graph series | to 4, are not likely to become 
false positive reactors, because their lipid antigen-anti- 
body reactivity is removed from the serodiagnostic zone. 


7 
IN SYPHILIS 


Fig. 2.—Universal reactions in health and disease, showing the relation- 
ship between universal and serodiagnostic reactions. (Each series of 
graphs represents the reaction of a different person.) 


Those who normally have universal reactions, illustrated 
in graph series 5 to 8, are likely to become false positive 
reactors, because their reactivity is close to the serodiag- 
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nostic zone; any condition that tends to increase this 
reactivity would lead to positive serodiagnostic reactions, 
such as those shown in graph series 9 and 10. 


BASIS OF POSITIVE SERODIAGNOSTIC REACTIONS 


The possible basis of positive serodiagnostic reactions 
has been suggested by the results of studies of the univer- 
sal reaction. It has been observed that the latter reaction, 


>. 


Fig. 3.—Universal reactions of nonsyphilitic persons as indicators of 
the varying 
(Each series of graphs represents the reactions of a different person.) 


present in health, is intensified in disease. The reaction 
is intensified also following irradiation * and following 
injection in animals of various substances as dissimilar 
as horse serum and paraffin oil.* This increase in intensity 
of the universal reaction indicates that the biological 
mechanism of lipid antigen-antibody reactivity has a 
common basis in tissue breakdown, ranging from that in 
norma! catabolism to that in disease. The lipids thus lib- 
erated, it is believed, become foreign to the body and 
autoantigenic, as a result of chemical changes. Auto- 
antibodies are then formed to these lipids that are de- 
tected in vitro by the universal reaction. 
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In view of the relationship between serodiagnostic and 
universal reactions, the same concept should apply to 
both reactions. Accordingly, it is assumed that a positive 
serodiagnostic reaction, whether it occurs in syphilis, in 
nonsyphilitic diseases, following irradiation, or following 
injection of various substances, is the result of tissue 
breakdown or of increased tissue catabolism over the 
normal level and that the antibodies produced to the 
lipids liberated are of such a nature and concentration as 
to be detectable by means of serodiagnostic tests. This 
concept lends support to the clinical significance of posi- 
tive serodiagnostic reactions in the absence of syphilis, 
suggested by me * and recently emphasized by Moore and 
Mohr.” False positive serodiagnostic reactions may be 
encountered (1) concurrently with pathological proc- 
esses or increased tissue catabolism, (2) for weeks or 
several months after recovery, (3) prior to the appear- 
ance of clinical manifestations in diseases of prolonged 
onset,’ and (4) in normal persons (rarely). 


INCIDENCE OF FALSE POSITIVE REACTIONS 

Because the impression may be gained from this article 
that false positive reactions in serodiagnostic tests are 
common occurrences, it should be emphasized that they 
are relatively rare. This fact is indicated by the Kahn test 
results reported from our laboratory in official serologic 
evaluation studies, based on the examination of given 
numbers of blood specimens from syphilitic and non- 
syphilitic donors by various laboratories that were not 
advised of the clinical histories of the donors. Since 
1937, the U. S. Public Health Service, aided by an 
advisory serologic council, has conducted 17 such 


Taste 2.—Specificity Record of the Standard Kahn Test 


from 1937 to 1952* 
No. of 


Serum 

Samples Positive ful 

Fvalia- Tested Reactions fons  linleal 
tion (Total ating, Status of 

Study No. 4 No. % % Jonors 
ease, fever, ete. 

143 131 lew Normal 
12 0 le Normal 


on my results in official serologic evaluation studies on serum 
from nonsyphilitie persons, exehiding patients with leprosy or 
evaluation studies, and in these not a single false positive 
or false doubtful Kahn reaction has been reported in the 
examination of 2,833 blood specimens from nonsyphilitic 
donors, as is indicated in table 2.° This specificity record 
of the Kahn test in official evaluation studies is reported 
not to suggest that this test is incapable of giving false 
positive reactions but to indicate that a serodiagnostic 
test, when performed correctly, may give results of high 


specificity. 
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SUMMARY 

An attempt is made to clarify the behavior of sero- 
diagnostic reactions employed in the diagnosis of syphilis, 
based largely on results obtained with the universal 
serologic reaction. These results have revealed a broad 
field of lipid antigen-antibody reactivities in health and 
disease and have thrown new light on the nature of sero- 
diagnostic reactions, both in the presence and in the 
absence of syphilis. 
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ON THE MECHANISM THROUGH WHICH 
HYDROCORTISONE AFFECTS THE 
RESISTANCE OF TISSUES 

TO INJURY 


AN EXPERIMENTAL STUDY WITH THE GRANULOMA 
POUCH TECHNIQUE 


Hans Selye, M.D., Ph.D., Montreal, Canada 


Tue Journat normally does not contain articles based on 
experiments performed on the lower animals. It is a clinical 
and an organizational journal; however, the following article 
by Dr. Hane Selye reports observations of clinical interest in 
a field that today is widely discussed. For this reason Dr 
Selye’s article is being published as a special article —Ep. 


In view of the manifold therapeutic effects of gluco- 
the mechanism through which they influence 
disease is of considerable interest to the physician. It is 
commonplace by now to say that they do not attack 
pathogens directly. Clinical observations led to the as- 
sumption that they might provide some “protective 
shield” around the tissues of the body, a barrier quite im- 
permeable to many pathogens. This nypothesis' would be 
consonant with the great nonspecificity Of theit protective 
effects, but it is hardly in keeping with the well-known 
fact that cortisone actually diminishes resistance to some 
aggressors (¢. g., certain pathogenic micro-organisms ). 
The purpose of this communication is to report on recent 
experiments that suggest an alternative interpretation 
that is compatible with the fact that these hormones can 
both protect and sensitize to various nonspecifically in- 
jurious agents (noxae). 

As soon as the principal outlines of the general adapta- 
tion syndrome had been recognized, it became evident 
that close relationships exist between this “systemic stress 
response” and the topical phenomena of inflammation.’ 
This view has since received ample confirmation.’ 

Firstly, both the general adaptation syndrome and in- 
flammation represent nonspecific responses to a varicty 
of apparently quite unrelated agents. However, while the 
former is elicited by systemic stressors, that is, by agents 
that affect the body as a whole, the latter is called forth 
by topical stressors, which affect only a limited area. Sec- 
ondly, both the general adaptation syndrome and inflam- 
mation are triphasic types of reactions. The alarm reac- 
tion, the stage of resistance, and the stage of exhaustion 
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in the general adaptation syndrome are respectively du- 
plicated, in a sense, by the distinctly different reaction 
forms characteristic of acute ipflammation, chronic in- 
flammation, and the eventual breakdown of tissues ( per- 
foration of abscesses and necrosis). Thirdly, both in the 
general adaptation syndrome and in inflammation, cer- 
tain pituitary and adrenal hormones (corticotropin 
[ACTH], somatotropin [STH], and corticoids) exert an 
important regulatory role. Fourthly, both the general 
adaptation syndrome and inflammation appear to be es- 
sentially useful defense reactions. 

Whether inflammation is “useful” or “harmful” has 
been vigorously debated since the beginning of medical 
history (for an excellent review of this problem, see 
Bier *), and is still a contcoversial matter. My experi- 
mental studies suggested that this depends largely on the 
phlogistic agent under investigation. The suppression of 
inflammation by antiphlogistic hormones (e. g., cortico- 
tropin, cortisone, and hydrocortisone) or its augmenta- 
tion by prophlogistic substances (e. g., somatotropin and 
terone ) can be useful or harmful, depend- 
ing on the nature of the evocative irritant. Certain poten- 
tial pathogens do not tend to cause local injury in them- 
selves, nor do they induce systemic damage by spreading 
through the organism (e. g., egg white or dextran injected 
into the joint tissue of a rat). These agents cause lesions 
mainly because they elicit a marked phlogistic response. 
Hence, here suppression of inflammation by glucocorti- 
coids is virtually synonymous with the suppression of 
detectable disease phenomena and is manifestly “useful.” 
Conversely, in the case of agents that normally cause ex- 
tensive local necrosis (e. g., croton oil or strong alkale), 
or tend to kill by dissemination and metastases (e. g., 
most pathogenic micro-organisms), the reverse is true. 
Here suppression of inflammation by glucocorticoids is 
usually harmful. Thus one may say that, although funda- 
mentally inflammation is a defense reaction, it may itself 
produce-morbid lesions if its development is not propor- 
tionate to the requirements induced by the evocative 
pathogen. 

The corresponding protective value of the general 
adaptation syndrome with its counterpart, the potentially 
pathogenic effect of its derangements, has been discussed 
from this point of view in a series of earlier monographs * 
and hence requires no further comment here. 

In the present communication | wish to report on a 
systematic experimental analysis of the above-mentioned 
defensive effect of inflammation with its corollary, the 
pathogenicity of derangements in the inflammatory 
potential of the body. For these investigations I employed 
the “granuloma pouch” technique, because it permits the 
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performance of quantitative function tests that help to 
assess the delimiting power of granulomatous tissue.” 
As a moderator of the inflammatory reaction against 
a given irritant, | employed hydrocortisone, because, as 
far as is known at present, this is the most important 
‘natural antiphlogistic corticoid. Hence, it was thought 
that the data obtained with this hormone might help to 


Fig. 1.—Dissection of the granuloma pouch. A. appearance of a fully 
granuloma pouch. as viewed from the outside. B. after the sur- 
rounding skin area was demarcated by a semicircular incision, the covering 
skin flap was dissected and turned back. exposing the cutaneous muscle 
layer whose fibers originate from the axillary region and then fan out 
over the entire granuloma pouch area. 


clarify not only the functional value of inflamed tissue but 
also the mechanism through which endogenous corticoids 
could affect disease. 


EXPERIMENTAL TECHNIQUES 

The granuloma pouch technique is a procedure de- 
signed to permit the objective, quantitative analysis of 
factors regulating inflammation and wound-healing. It 
is based on the observation that an almost perfectly 
symmetrical, ellipsoid air space of any desired size can 
be created by injecting a given amount of air into the 
loose subcutaneous connective tissue of the rat. The 
cavity thus formed acts as a “mold” for the subsequent 
formation of a granulomatous membrane, into which its 
entire inner surface can be transformed by the injection 
of an irritant (e¢.g., croton oil) into the air space itself. 


5S. Selye, H.. Mechanisms Through Which the Adrenal Cortex Produces 
Qualitatively Different Effects. in Adrenal Cortex: Transactions of Fourth 
Conference, November 13-15. New York, Josiah Macy Jr. Foundation, 
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Through the selection of appropriate irritants it is even 
possible—within certain limits—to determine at will 
both the thickness and the structure of the resulting 
granulomatous membrane as well as the quantity and 
cellular constitution of the fluid exudate that gradually 
replaces the air. 

A brief outline of this technique, with a few examples 
of its principal applications in the study of wound-healing 
and inflammation, have been given elsewhere.” Let me 
point out here, however, that in devising a test for the 
quantitative assessment of the protection given by in- 
flamed tissue, my main concern had to be the enforce- 
ment of a consistent regular anatomic disposition, 
relative to each other, of (1) the pathogen (croton oil), 
(2) the barrier (granuloma membrane ), and (3) some 
target or indicator of tissue penetration (skin). Numer- 
ous dissection preparations of granuloma pouches 
showed that the invariable topographic relationships of 
this structure fulfill the above requirement (fig. | and 2). 
This is particularly important for studies aiming at a 
differentiation between inflammation and necrosis. It 
had long been known that irritants can elicit both these 
reaction types and that cortisone, though usually a “pro- 
tector of tissues against injury,” may occasionally facili- 
tate the production of necrosis (e.g., in the lung, liver or 
kidneys ).** In most of the spontaneous or experimental 
diseases, however, the special relationships between 


Fig. 2.—Further steps in dissection of the granuloma pouch. A. the skin 
muscle has been dissected and lifted up to show its relation to the actual 
granuloma membrane, which is covered by it just underneath the skin. 
Some of these muscle bands remained attached to the fascial layers of 
the back, so that the pouch actually developed within two laminas of the 
cutaneous musculature. The neurovascular pedicles of the pouch are clearly 
visible. as cords emerging from each of the intercostal spaces and ascend- 
ing vertically towards the granuloma in which they distribute themselves. 
8, after enucleation and fixation, the granuloma pouch was opened by an 
almost complete frontal section. The even thickness and the great regu- 
larity of the external and internal surfaces can be noted. 


pathogen, barrier, and target are so variable and irregular 
that the resulting lesions do not lend themselves to a 
precise analysis of their pathogenesis. 
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It is also noteworthy, in connection with the observa- 
tions reported here, that both the membrane and the 
exudate of the granuloma pouch are highly sensitive to 
the action of so-called adaptive hormones of the pituitary 
and adrenal. Thus, minute doses of hydrocortisone, 
especially if injected directly into the wall of the pouch, 
suffice to inhibit the formation of both a granulomatous 
membrane and an exudate, while somatotropin exerts 
opposite effects.* 

The granuloma pouch technique also proved useful in 
elucidating the phenomenon of “induced topical resist- 
ance” to acute tissue injury. In essence, it has been found 
that if, as a result of contact with a weak irritant (e. g., 
dilute croton oil), an inflammatory response develops 
along the inner surface of such a connective tissue sac, 
the wall becomes highly resistant, even to otherwise nec- 
rotizing doses of intensely injurious substances (e. g., 
concentrated croton oil). At the same time the resistant 
granulomatous membrane effectively protects adjacent 
tissues (for instance the skin that covers it) from the 
chemical irritant. Interestingly, the inhibition in the mor- 
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readily be followed from day to day by transillumination 
of the transparent skin pouch with a strong flashlight. 
Significant amounts of this fluid began to be detectable 
in the cavity of the pouch around the fourth to fifth day 
of the experiment. The shape and volume of the con- 
nective tissue cavity exposed to the croton oil was kept 
virtually identical by the air “mold”; hence, the response 
proved to be essentially of the same intensity in ail 
animals. 

On the fifth day, a second injection, this time of 0.5 
ml. of a 3° croton oil solution (in corn oil), was ad- 
ministered into the cavity of the by now well-formed 
granuloma pouch. Since the first injection induces the 
above-mentioned phenomenon of topical resistance, 
there is no danger of producing skin necrosis over the 
pouch by the subsequently given stronger irritant. 

In one type of control experiment, the same procedure 
was followed but, instead of the croton oil solutions, pure 
corn oil (0.5 ml.) was injected on the first and fifth day. 
Other control animals received only 25 ml. of air, to pro- 
duce a connective tissue cavity with no oily material. 


Effect of Pretreatment with Irritants and/or Hydrocortisone on Resistance to Concentrated Croton Oil 


of 


Pretreatment kness 
- f Granu- Treatment Tne idence, ‘Extent. % 
troupes lst Day oth Day wth Day loma, a * loth Day of Surtace 
1 Alr: mil. (roten off (100%): 65 ml. 27 
orn ott: 05 mil. 
2 Air: mil. Croton of] (8%): 65 mil. wa (reten off 65 mil. 0 
‘ of (6.5%): mi. 
3 Air: 2% mil. (reten off (00°): 6.5 ml. leo Mate 
(orn ofl: 6.5 ml. 
Hydrocortisone: 5 me. in wall 
‘‘roton ofl (0.5%): 65 ml. 
Hydrocortisone: 5 me. in wall 
b Air: mi. 0 (reten off (100%): 6.5 ml. lew S746 221 
«orn ofl: 65 ml. Hydrocortisone: 5 me. in Hydrocortisone: 5 me. in 
Hydrocortisone: 5 me. in eavity eavity 
eavity 
- Air: % mil. (roeten off (10%): 0.5 ml. lew “1 
2.5 me. in cavity 


° Figures in this column represen 
the injection of concentrated croton ofl, Measurements were 
skin. The veal width, as expressed 
membrane, portion 
tissues are described in the legends of figures 4 and 5 


phological development of the granuloma by topical 
hydrocortisone treatment is paralleled by a diminution in 


this “induced topical resistance.” * 

In the present study, I used this technique primarily 
to clarify concepts concerning the mechanism through 
which a topical inflammatory response can protect the 
adjacent tissues as well as the body as a whole. For this 
purpose the test was performed as follows: First, the hair 
was removed over the entire dorsal region with fine elec- 
tric clippers. Then 25 ml. of air was injected into the loose 
connective tissue, between the shoulder blades, through 
a no. 27 hypodermic needle. This was immediately fol- 
lowed by the injection of 0.5 mil. of an 0.5% croton oil 
solution (in corn oil) into the resulting air space. 

In order to do this accurately, yet with the least amount 
of injury to the skin, the air was first injected with a large 
syringe. This was then detached from the needle, which 
was left in situ for the subsequent injection of the croton 
oil, through an accurately calibrated small Luer-Lok 
syringe. The accumulation of the hemorrhagic inflamma- 
tory exudate (usually produced by croton oil) could 


rea. In many insta 
« of the skin outside this structure may also be infiltrated cells. The 


t the average of five a made on each of the two rate that were ~~ on the loth day, just prior to 
« on the 
here, corresponds to the total inflamed a 


a wall Lh the granuloma pouch, Le., the portion adherent to the 


lissect able 
salient histological features of these 


Hydrocortisone was administered in the form of a 
microcrystal suspension containing 25 mg. per milliliter.* 
In some experiments this was injected directly into the 
cavity of the pouch and in others into its wall. For the 
latter purpose, the total dose was given in the form of 
two separate but simultaneous injections of 0.1 ml. each, 
just below the skin surface near the caudal pole of the air 
sac, into the connective tissue that was later to transform 
itself into the granulomatous membrane. Seven experi- 
mental groups, each consisting of 10 female Wistar albino 
rats with an average body weight of 130 gm. (range 115 
to 147 gm.), were treated as outlined in the table. 

It will be noted that the pretreatment procedure varied; 
however, on the 10th day, in all groups concentrated cro- 
ton oil (0.5 ml.) was injected into the air space, so as to 
determine the resistance of the surrounding skin to the 
necrotizing action of this strong irritant. 


7. Selye, H.: Induction of Topical Resistance to Acute Tissue Injury 
(An Experimental Study with Granuloma Pouch Technique), Surg. Cin. 
North America, to be published. 

* Supplied by Merck and Company. Montreal, Canada. 
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In groups 1 to 5, the cavity was formed by the subcu- 
taneous injection of air (25 ml.), on the first day, and in 
groups 6 and 7 on the ninth day. In groups | and 3, corn 
oil (0.5 ml.) was injected into the cavity on the first and 
fifth day, while in groups 2 and 4, increasing concentra- 
tions of dilute croton oil were administered on the first 
day (0.5% ) and fifth day (3% ) in the same volume. 
The animals of groups 1 and 2 received no additional 
treatment, while those of groups 3 and 4 were also given 
5 mg. of hydrocortisone into the granuloma wall on the 
first day of the experiment. This made it possible to assess 
the effect of hydrocortisone on the pretreatment value of 
a very mild (corn oil) and an extremely strong phlogistic 
agent (croton oil), by comparing group 1 with group 3 
and group 2 with group 4 respectively. 

It had been noted earlier that a given dose of hydro- 
cortisone inhibits inflammation much more effectively if 
it is incorporated into the granuloma wall than if it is in- 
troduced into the cavity of the pouch.’ In the present 
study, however, my primary interest was to determine the 
effect of this hormone on the necrotizing actions of a 
strong irritant. Hence, ft was deemed necessary also to 
include animals in which hydrocortisone is injected di- 
rectly into the pouch cavity. This was done in group 5, 
but, because absorption by this route is very rapid, three 
injections of 5 mg. each were given on the Ist, Sth, and 
10th days. 

In group 6, a still larger dose (12.5 mg.) of hydrocor- 
tisone was introduced directly into the cavity of a freshly 
prepared air sac on the ninth day, i. ¢., just 24 hours be- 
fore exposure to concentrated croton oil. In group 7, an 
air space was also prepared on the ninth day, but no hor- 
mone was introduced into its cavity. By comparing 
groups 6 and 7 I wanted to assess the possible effect on 
necrosis of heavy, but brief, pretreatment with hydro- 
cortisone alone. 

On the 10th day, two rats in each group were killed 
in order to obtain a first histological specimen of the 
tissues lining the air space just before the introduction 
of the necrotizing concentrated croton oil solution. The 
specimens were always taken from the lateral border of 
the pouch (along the line of transition between the nor- 
mal adherent skin and that detached by the air space). 
Susa solution was used as a fixative, and paraffin sections 
were stained with hematoxylin and eosin. 

Forty-eight hours after the injection of concentrated 
croton oil, that is, on the 12th day of the experiment, all 
animals were killed and the incidence of skin necrosis was 
registered irrespective of the extent of the necrotic skin 
areas. In the table this is expressed as the percentage of 
animals with necrosis in terms of the total number within 
each group. It will be seen from the table that these read- 
ings gave comparatively little information, since all the 
animals in all the groups except group 2 had some degree 
of cutaneous necrosis, making the incidence 100% . 

Much more could be learned from the determination 
of the extent of skin necrosis. Owing to the extremely 
regular and reproducible anatomic relationships between 
the granuloma pouch and the skin, the peripheral part of 
the former is always directly attached to the latter every- 
where. In other words, every point of the surrounding 
cutaneous surface is separated from the irritant by an 
even granulomatous barricade, which is intimately ap- 
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plied to it. Hence, in all animals in which only part of 
the skin underwent necrosis, the affected area could be 
accurately measured and objectively expressed as a per- 
centage of the total skin area that covers the pouch. It 
should be mentioned that the necrotic skin regions as- 
sume a purplish-gray color and are sharply separated 
from healthy skin by a distinct narrow red line of reactive 
hyperemia. 

To measure these necrotic areas exactly, the entire 
skin of the back was removed, dissected, and spread on 
a wooden board. The elliptic outline of the skin adherent 
to the pouch is somewhat elevated, because of the under- 
lying granulomatous membrane. To bring it out even 
more clearly this raised border line was traced with a 
grease pencil. With a planimeter, first the total adherent 
skin area was measured and then the surface of the 
necrotic area (or areas) was determined, by following 
the red hyperemic line of demarcation. Thus, the per- 
centage of the skin surface that underwent necrosis 
(with its standard error) could be objectively established 
in all groups (fig. 3). Finally, a second histological 
specimen of the skin and the underlying granulomatous 


Fig. 3.—Examples of skin specimers prepared for planimetric measure- 
ments. The necrotic (dark) zones are clearly distinguishable from the 
living (light) portions. s on these two samples showed that 
the entmel en the 40% and thet on the sight 19% of the total 
adherem skin area had become necrotic. 


membrane was taken, again from the lateral aspects of 
each pouch, for examination of the tissues after exposure 
to concentrated croton oil. 


EXPERIMENTAL RESULTS 


The results of all these experiments are summarized 
in the table, while the morphological basis of the 
observed changes is illustrated in figures 4 and 5. These 
data reveal the following facts: 


1. Even pretreatment with such a comparatively 
innocuous substance as corn oil induces some topical 
resistance to concentrated croton oil. This is revealed 
by a comparison of the extent of necrosis in groups 1 and 
7 (P less than 0.01). 

2. Pretreatment with gradually increasing doses of 
croton oil produces the —<: topical resistance so far 
observed. This is presumably due to the fact that croton 
oil elicits very intense acs ha formation. This is 
evidenced by a comparison of group 2 with any of the 
other groups. It will be noted that only in group 2 were 
all animals free of any trace of necrosis. 

3. Hydrocortisone, administered into the wall of the 
pouch, greatly diminishes the topical acquired resistance 


i 
. 
| 
19 
= ‘ 


Vol. 152, No. 13 


normally induced by corn oil pretreatment. This is shown 
by a comparison of the extent of necrosis in groups 1 
and 3 (P less than 0.01). Presumably the hormone acts 
by inhibiting the formation of a limiting connective 
tissue barrier around the oil deposit. 

4. Hvdrocortisone, administered into the wall of the 
pouch, also reduces the normally considerable resistance 
induced by pretreatment with gradually increasing doses 


Fig. 4.—Histological effect of pretreatment with irritants and ‘or hydro- 
cortisone of the pouch wall just prior to the final exposure to concentrated 
croton oil. 


of croton oil. This is evidenced by a comparison of the 
extent of necrosis in groups 2 and 4 (P less than 0.01). 
The suppression of topical resistance that is thus induced 
is presumably due to the fact that the hormone greatly 
diminishes granuloma formation even around this strong 
irritant. It remains to be seen whether the thin granulo- 
matous membrane that is elicited by irritants despite 
hydrocortisone treatment differs qualitatively (as regards 
its functional value) from ordinary granulomatous tissue 
of equal thickness. 

5. Repeated intense overdosage with hydrocortisone 
administered into the pouch cavity also inhibits the 
acquired topical resistance that is normally induced by 
croton oil. Indeed, under the conditions of these experi- 
ments, the inhibition so induced was even more pro- 
nounced than that caused by a smaller single dose of 
the hormone, given into the pouch wall. This is shown 
by a comparison of the extent of necrosis in groups 4 
and 5 (P less than 0.01). 

6. Intense but brief pretreatment with hydrocortisone, 
administered into the pouch cavity, fails to protect 
against the necrotizing action of concentrated croton oil, 
as shown by a comparison of groups 6 and 7 (P more 
than 0.5). Since in both of these groups, however, more 
than 96% of the skin area had become necrotic, | won- 
dered whether the lack of difference between them might 
not be due merely to the severity of the resulting damage, 
which made the tissues insensitive to hormonal stimuli. 

For this reason, an additional small experiment was 
performed under exactly the same conditions, but using 
0.5 ml. of a 10% croton oil solution on the 10th day. In 
one group of 10, otherwise untreated, control rats, 
this caused necrosis, with an incidence of 90° and an 
extent of 39.7% (= 8.7). Ina second group of 10 rats 
that received 12.5 mg. of hydrocortisone on the day 
preceding the introduction of the 10% croton oil, the 
incidence of necrosis was 100% and its average extent 
63% (+ 7). Because of the great standard error in 
both groups, this difference was not quite significant 
(P — 0.07). Yet, in any event, it is obvious that the 
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hydrocortisone did not protect; indeed, if it had any 
effect, it sensitized the skin to the necrotizing action of 
our irritant. Since in this short-term experiment there was 
no time for the cfoton oil to produce a protective 
granuloma, it was to be expected that here the sensitiza- 
tion by hydrocortisone (which depends on the inhibition 
of granuloma formation) could not be pronounced. 

The histological effect of pretreatment with irritants 
and or hydrocortisone of the pouch wall just prior to the 
final exposure to concentrated croton oil is shown in 
figures 4 and 5. All of the specimens were taken from the 
peripheral walls of the pouches, where the granuloma is 
directly in contact with the skin. The tissues are so 
oriented that the air space with the lining granuloma 
membrane is near the upper and the skin near the lower 
margin of the photographs. In group 1 (fig. 44) after 
pretreatment with corn oil alone, the granuloma con- 
sisted of small roundish epithelioid-looking cells with 
narrow capillaries. There is no necrosis or leukocytic 
infiltration. The connective tissue fibers and cells are 
arranged in concentric layers around the cavity. Below 
the granulomatous membrane, the cutaneous muscle is 
intact. Still further down, the normal adipose tissue and 
hair follicles of the skin are noted (average width 250 »). 
In group 2 (fig. 48) after pretreatment with gradually 
increasing doses of dilute croton oil, an extremely thick 
granulomatous membrane developed, consisting of large 
elongated cells and wide capillaries. Along the inner 
surface there is much necrotic material, intermixed with 
pus. The muscle is also intensely infiltrated by the 
granuloma; only a few muscle fibers are still distinguish- 
able along the lower margin of the field. The fibroblasts 
and capillaries of the inner granuloma layers tend to be 
radially arranged (“palisade formation”), though some 
of them are rather irregularly interlacing. This picture is 
quite characteristic of granulomas that have acquired 
considerable resistance to irritation. (The average width 
of 900 » exceeded the photographed area.) In group 3 
(fig. 4C) the simultaneous pretreatment with corn oil 
and hydrocortisone produced a histological picture that 


Fig. $.—Histological effect of pretreatment with irritants and or hydro- 
cortisone of the pouch wall just prior to the final exposure to concentrated 
croton oil. 


is qualitatively similar to that seen in figure 44 (i.¢., 
without treatment with hydrocortisone), but the lining 
membrane is much thinner (average width 80 »). 
Figure 5A shows the result of simultaneous pretreat- 
ment with croton oil and hydrocortisone in group 4. The 
granuloma is not unlike that seen in figure 4B but is 
considerably reduced in thickness. It consists of medium- 
sized but rather elongated spindle-shaped cells, which are 
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more or less irregularly interlacing although many of 
them are radially arranged, as are the capillaries between 
them. There is no necrosis and very little infiltration with 
polymorphonuclear leukocytes along with free border, 
but there is a fairly thick layer of intensely dilated 
capillaries. In the upper part of this field these assume a 
capillary-hemangioma-like appearance. The cutaneous 
muscle is partially infiltrated by fibroblasts (average 
width 300). Figure SB shows the result of simul- 
taneous pretreatment in group 5 with corn oil and 
repeated administration of hydrocortisone (in this case 
injected into the cavity of the air sac). There is no in- 
flammatory reaction, but there is a beginning surface 
organization in the sense that the fibroblasts normally 
lining the air space are more closely packed and more 
regular than in the following two groups (represented 
by fig. 5B), in which the connective tissue was not 
exposed to any irritating pretreatment. A single Photo- 
graph (fig. SC) is given to illustrate the changes in both 


Fig. 6.—Schematic drawing illustrating probable mechanism of hydro- 
cortisone action in tissues endangered by irritants. A, mild preliminary 
irritation (thin arrow) acting upon connective tissue (streaky area) but not 
penetrating to adjacent skin (dotted area). B, great increase in connective 
tissue due to granuloma formation by previous exposure to mild irritant. 
Subsequently applied strong irritant (heavy arrow) is now well tolerated 
by the adjacent skin, due to the protective effect of the granuloma. C and 
D, hydrocortisone “protects™ connective tissue from being transformed 
into an effective thick granuloma and, hence, exposure to the 
strong irritant results in necrosis (black areas) of the adjacent tissue. 


groups 6 and 7, since their tissues were histologically 
indistinguishable. In all these rats, whether they were 
pretreated with air and cortisone (group 6) or with air 
alone (group 7), there was no inflammatory reaction and 
no trace of surface organization. The inner lining con- 
sists merely of irregular, partly necrotic or degenerating, 
fibroblasts and fibers. Some of these are detached and in 
the process of being cast into the cavity. The picture 
resembles that of a freshly produced connective tissue 


&. Hench, P. S.; Slocumb, C. H.; Polley. H. F.. and Kendall, E. C.: 
Effect of Cortisone and Pituitary Adrenocorticotropic Hormone (ACTH) 
on Rheumatic Diseases, J. A. M. A. 144: 1327 (Dec. 16) 1950. 

9. Opsahl, J.: Hyaluronidase and Adrenal Cortical Hormones, in Ralli, 
E. P.. Adrenal Cortex: Transactions of Second Conference, November 
16-17, New York, Josiah Macy Jr. Foundation, 1950, p. 115. 

10. Selye. H.: Further Studies Concerning Participation of Adrenal 
Cortex in Pathogenesis of Arthritis, Brit. M. J. 2: 1129, 1949. 
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wound in which no reaction has set in as yet. Since in 
these two groups there was no inflammation, it was not 
possible to measure the thickness of any actual granu- 


loma membrane. 
COMMENT 


From these experiments I am inclined to deduce first 
of all that, although necrosis frequently accompanies 
severe inflammatory reactions, the two are essentially 
distinct phenomena that can be experimentally separated 
from each other. Indeed, in a sense, there is a significant 
negative correlation between them. The more an irritant 
stimulates inflammation the better are the adjacent tis- 
sues protected against necrosis and, conversely, selective 
inhibition of inflammation (e¢.g., by an antiphlogistic 
corticoid, such as hydrocortisone ) facilitates the produc- 
tion of necrosis. Presumably inflammation is a natural 
defense mechanism against potentially damaging (c.g.. 
necrotizing) agents. In the light of these findings, the 
commonly used term “necrotizing inflammation” would 
appear to be misleading. It is not the inflammation that 
is “necrotizing” but those histotoxic agents that are 
unable to induce a degree of inflammation sufficient to 
protect the tissues against their own necrotizing effects. 
The observation that an antiphlogistic corticoid exerts 
diametrically opposite effects on the phlogistic and 
necrotizing actions of the same pathogen (croton oil) is, 
in my Opinion, of import in the interpretation of disease 
phenomena in general. 

It will be recalled that the beneficial action of cortisone 
and cognate hormones was at first thought to be more 
or less specific for rheumatic and allied “collagen dis- 
eases.” Subsequently, when the therapeutic spectrum of 
these substances was found to be wider than expected, 
the hypothesis was advanced that these corticoids act by 
creating some “shield-like buffer against the various 
irritants,” * which prevents the pathogen from injuring 
the body tissues. The fact that, through some effect on 
the hyaluroni aluronic-acid system, glucocorti- 
coids " inhibit spreading through connective tissue 
appeared to give support to this contention.” 

Conversely, earlier work led me to suspect that the 
most characteristic defensive action of these hormones 
depends precisely on their great efficacy in destroying 
barriers between pathogen and host, by depressing the 
“inflammatory potential.” Hence, I thought of them as 
primarily “antiphlogistic corticoids.” 

It is in order to further elucidate this point that I 
undertook the experiments reported in this paper. Hence, 
I purposely selected a pathogen (croton oil) that has 
both phlogistic and necrotizing properties. The effect of 
hydrocortisone on the reaction to this irritant was then 
examined under various conditions to determine whether 
both actions are always concurrently blocked, as postu- 
lated by the cell-shield hypothesis. The data obtained 
clearly demonstrate that this is not the case. The hormone 
does not protect against the pathogen as such (¢.g., by 
putting some impenetrable separation between it and the 
tissues or by making the cells insensitive to it); it prevents 
only the strictly inflammatory response. This effect would 
be useful, in the case of pathogens that, like most aller- 
gens, are not very injurious in themselves and whose 
damaging action is mainly due to their phlogistic effects. 
Yet, it can also be harmful if, as in the case of croton oil, 
the pathogen causes severe injuries on contact with the 
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tissues, injuries that could be prevented by the erection 
of a granulomatous barricade. The principle of this 
hormone action is illustrated by the diagrams (fig. 6). 

One could still argue, of course, that hydrocortisone 
places a barrier between the pathogen and the connective 
tissue, thus preventing the latter from turning into a 
granuloma. This would leave unexplained how the 
pathogen can nevertheless penetrate and destroy this 
same connective tissue to reach an adjacent target in the 
skin in my experiments (fig. 6D). 

It may be questioned whether animal experiments 
such as these can be considered suitable models on which 
to study the mechanism of corticoid actions in general. 
If they are, however, it would appear unjustified to per- 
sist in postulating that antiphlogistic corticoids place an 
impenetrable barrier—an “asbestos suit” ''—between 
the potential pathogen and the sensitive, living tissues. 
On the contrary, they act mainly by interfering with the 
development of the granulomatous barriers, whose chief 
vital function is to effect such a separation. 


SUMMARY AND CONCLUSIONS 

The technique for the production of a “granuloma 
pouch” in the rat has been described in detail and the 
ical configuration of this structure has been 
analyzed with the help of anatomic dissections. Function 
tests were performed on granuloma tissue with the aid 
of this technique. In particular, it was found possible to 
assess—by objective planimetric measurements of skin 
necroses—the value of inflamed subcutaneous tissue as 
a protective barrier against toxic chemical irritants such 
as croton oil. Like most substances that are highly irri- 
tating to tissues, croton oil causes a so-called necrotizing 
inflammation. With the granuloma pouch technique, it 
has been shown that the two components of this allegedly 
single response (necrosis and inflammation) can be 
separated. Suitable treatment with an antiphlogistic 
corticoid, such as hydrocortisone, selectively inhibits the 

phiogistic effect of croton oil without impeding its 
necrotizing actions. Indeed, in normal and hydrocorti- 
sone-treated rats, there appears to exist an inverse 
proportion between the development of an inflammatory 
barrier around an irritant and the tendency of adjacent 
tissues to undergo necrosis. On the basis of these experi- 
ments, the hypothesis is elaborated that inflammation 
and necrosis are two related, but fundamentally opposed, 
types of reactions to nonspecific tissue injury; the former 
is progressive and protective and the latter regressive 
and due to inadequate protection in the face of aggres- 
sion. These findings are incompatible with the rather 
widely held view that hydrocortisone and allied com- 
pounds act by placing some protective barrier around 
the cells that shields them against potential pathogens. 
Since these hormones can inhibit one action (inflamma- 
tion) while aggravating another effect (necrosis) of the 
same agent, they cannot be visualized as mere insulators 
of cells against pathogens. On the contrary, the principal 
action of these steroids appears to be that they inhibit 
the development of granulomatous barriers between 
irritants and vital tissues. 

Case Postale 6128. 
Il. Hench, P. S.: 
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CLINICAL NOTES | 


CURE OF SUBPHRENIC ABSCESS WITH 
LARGE DOSES OF OXYTETRACYCLINE 
(TERRAMYCIN) 


Jerry Zaslow, M.D. 
and 


Fred Sachs, M.D., Philadelphia 


“Conservative treatment of subphrenic infection 
should be given a trial unless the clinical manifestations 
and the radiological investigations indicate or strongly 
suggest abscess formation. . . . In many instances these 
measures will succeed and an abscess may thus be 
aborted, the fever subsiding in a few days, the pain and 
tenderness diminishing, and the convalescence from the 
original causative lesion or operation being resumed. . . . 
If the characteristic clinical picture of subphrenic infec- 
tion continues unabated for three to six days, it is wiser 
to operate than to temporize indefinitely with medical 
measures. Operative treatment should be carried out 
immediately as soon as the subphrenic abscess is diag- 
nosed or 

The foregoing statements are taken from the book 
“Abdominal Operations” by Rodney Maingot,' and they 
reflect the opinions of teachers of surgery today. Once the 
diagnosis of a subphrenic abscess has been established, 
the importance of immediate operation to evacuate the 
abscess is emphasized. Ochsner and DeBakey * found 
that of 1,096 patients not operated on there were 985 
(89.8% ) deaths, whereas of 1,492 patients in whom 
operation was performed there were 637 (32.8%) 
deaths. Ochsner and Graves * demonstrated that the 
death rate was much higher when there was an associated 
thoracic complication. These figures were found in the 

peutic era. After reviewing the recent 
literature we have been unable to find what effect chemo- 
therapy and antibiotics have had on these figures; how- 
ever, we believe that the prophylactic use of these agents 
has reduced the incidence of these infections, and in those 
cases where infection does start in the subphrenic spaces 
it is often aborted before it reaches frank suppuration. 

Abscesses in other portions of the body have been 
treated with antibiotics, on occasion with complete reso- 
lution of the process. The classical report by Crile * in 
treating appendiceal abscesses with penicillin is an ex- 
ample. Generally, the antibiotics have not 
surgical drainage of such infections, but have merely 
helped localize these infections, simplifying the operative 
procedure and making the patients better operative risks. 
The following report is of interest because it represents 


Associate Surgeon (Dr. Zasiow) and Resident Surgeon (Dr. Sachs), 
Albert Einstein Medical Center, Northern Division 
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a postoperative subphrenic abscess that was treated with 


large doses of oxytetracycline (Terramycin), resulting 
in complete resolution of the disease. 


REPORT OF A CASE 


A 42-year-old white man was admitted to the Albert Einstein 
Medical Center, Northern Division, Aug. 17, 1952, with a diag- 
nosis of chronic calculous cholecystitis. A cholecystectomy and 
choledochostomy were performed on Aug. 18. At the comple- 
tion of the procedure there was no evidence of bleeding: how- 
ever, 12 hours after operation there was evidence of internal 
hemorrhage and the abdomen was reexplored. There was about 
1.500 cc. of fresh blood in the peritoneal cavity. It was deter- 
mined that the site of bleeding was from a small vein that had 
been incised during opening of the common bile duct. The blood 
was aspirated from the abdominal cavity and the bleeding 
vessel ligated. The immediate postoperative course was unevent- 
ful except for the development of a diffuse patchy atelectasis, 
which responded to medical measures. During the postoperative 
period the patient recetved 1 cc. of Combiotic (a penicillin- 
‘dihydrostreptomycin preparation) and 600,000 units of Crysti- 
cillin (a procaine penicillin G preparation) every 12 hours. The 
temperature, up to 103 F immediately after operation, gradu- 
ally returned to normal by the fifth postoperative day (Aug. 
24). On Aug. 25 antibiotic therapy was stopped. That afternoon 
diffuse abdominal craps and diarrhea developed; the tempera- 
ture rose to 102.4 F and the pulse to 104 per minute. Anti- 
biotics were given again, and the temperature promptly 
became normal. The diarrhea subsided on Aug. 26. Physical 
examination at this time was essentially negative. On Aug. 25 
a postoperative cholangiogram and chest roentgenogram were 
done (fig. 1). Both were normal. In the carly morning of Aug. 
27 (eighth postoperative day) the patient appeared well. Quite 
suddenly later that morning the patient complained of severe 
pain in the right upper quadrant, right shoulder-top pain made 
worse by deep breathing, and dyspnea. The temperature rose to 
102 F, the pulse to 120 per minute, and the respiratory rate to 
32 per minute. Breath sounds were audible at both bases. There 


Fig. 1.—Chest roentgenogram taken on Aug 25 showing normal lung 
no effusion, and a sharp outline of the right side of the diaphragm. 


was marked tenderness and rigidity in the right upper quadrant 
of the abdomen. The remainder of the abdomen was soft and 
moderately distended; peristalsis was normal. The leukocyte 
count was 58,250 cells per cubic millimeter, of which 97° were 
polymorphonuclear leukocytes, many showing toxic granula- 
tion. X-ray examination done early that afternoon showed the 
chest to be normal, but air not seen on the film two days before 
was seen under the right diaphragm. The small intestine was 
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Crysticillin was stopped. A Miller-Abbot tube was passed into 


the 1, and intravenous administration of oxytetracycline, | 
gm. every 12 hours, was started. It was presumed at this time 
that we were dealing with an infection, perihepatic in location, 


not well localized, and associated with a small bowel paralytic 
ileus. A consultation by one of the other surgeons was re- 
quested. He felt that we should persist with the above measures, 


Pig. 2.—Chest roentgenogram showing subphrenic abscess. A, Sept. 2, 
showing a right pleural effusion, obliteration of the right cost 
sulcus, ait under the right side of the diaphragm. and obliteration of the 
normal shadow of the right side of the diaphragm. The right side of the 
diaphragm is elevated, and the hepatic shadow appears enlarged. B. 
Sept. 24, no air under the right side of the diaphragm. The effusion on 
the right appears to be decreasing. 


and, should an abscess develop, it should be drained. We all 
agreed that at this time there was no localization or abscess 
formation and that surgery was contraindicated. 

Two days later (Aug. 29) the temperature had dropped to 
100.6 F, the pulse rate to 100 per minute, and the respiratory 
rate to 28 per minute. There was less tenderness and pain in the 
right upper quadrant, but tenderness was present over the two 
lower right intercostal spaces. Deep breathing was still uncom- 
fortable. There was suppression of breath sounds at the right 
base. An X-ray examination at this time demonstrated fluid in 
the right costophrenic sulcus with obliteration of the shadow of 
the diaphragm. The liver shadow appeared to be increased in 
size. A definite diagnosis of a subphrenic abscess was made. In 
view of the fact that the patient appeared to be improving clin- 
ically, no change in therapy was made. On Sept. | all local ten- 
derness was gone, but breath sounds could not be heard below 
the angle of the right scapula. X-ray examinations were re- 
peated every third day (fig. 2), and on Sept. 5 fluid was seen as 
high as the fifth rib posteriorly on the right side. The Miller- 
Abbott tube was removed seven days after its insertion when 
all signs of ileus disappeared. 

During this entire period the temperature was gradually de- 
creasing so that on Sept. 6 it had returned to normal. The leuko- 
cyte count fell to 26,800 cells per cubic millimeter on Aug. 30 
and to 17,050 on Sept. 3. On Sept. 4 the intravenously admin- 
istered oxytetracycline was discontinued and orally administered 
oxytetracycline was substituted in a dosage of S00 mg. every six 
hours. The patient left the hospital on Sept. 9, continuing with 
orally administered oxytetracycline. After one week the dosage 
of the drug was decreased to 250 mg. every six hours and finally 
none was given the following week. An x-ray examination 10 
days after the patient's discharge showed a decrease in the 
amount of fluid in the right base and a decrease in the hepatic 
shadow and the absence of any air below the diaphragm. A final 
X-ray examination done on Nov. | showed complete resolution 
of the process as indicated by a normal chest film, no increase 
in the size of the liver shadow, and a sharp diaphragmatic 
shadow (fig. 3). Normal diaphragmatic movements were demon- 
strated by fluoroscopy. 

COMMENT 

On the eighth postoperative day the patient suddenly 
experienced dyspnea, severe right upper abdominal pain, 
and fever. It became apparent that a local inflammatory 
process was present. Whether there had been a sub- 
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hepatic infected hematoma that had suddenly ruptured 
and produced a spreading peritonitis or whether organ- 
isms introduced at the time of cholangiography were 
responsible was difficult to determine. We felt that the 
former was probably the case and that the infection had 
been held in check by the penicillin and streptomycin 
given up to that time. It was also apparent to us that 
since this had happened in spite of the fact that these 
antibiotics were being given, they would probably be of 
little value in further treatment. Since one of us (J. Z.) 
has been having excellent results in the treatment of 
intra-abdominal infections with oxytetracycline in large 
doses, it was decided to administer this antibiotic at this 
time. While the response was not dramatic, it was ap- 
parent from daily observation that the patient was im- 
proving subjectively and that the temperature, leukocyte 
count, and local upper abdominal symptoms were 
decreasing. After 72 hours the tenderness was localized 


to the right subcostal area and the lower two right anterior 
intercostal spaces. Incision and drainage at this time was 
considered, but in view of the fact that our experience 
with the resolution of intra-abdominal abscesses in other 
locations had been so gratifying, we felt justified in con- 
tinuing with conservative treatment, realizing that in- 
cision and drainage might become necessary should there 
be any exacerbation or any arrest in the healing process. 
The progressive increase in the pleural effusion did not 
alarm us, since we felt that this was only a supradiaphrag- 
matic pleural reaction to infradiaphragmatic disease. 

Intravenous administration of oxytetracycline was con- 
tinued for cight days in order to be certain that a high 
concentration of the drug would be maintained. Only 
after the leukocyte count had returned to a reasonably 
low level and after the patient was asymptomatic was 
oral therapy started. We felt oxytetracycline therapy 
should not be stopped until there was definite evidence 
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of absorption of the subphrenic abscess. Thus this ther- 
apy was continued until there was evidence of decrease 
in the pleural effusion, indicating to us that the irritative 
phenomenon below the diaphragm was no longer active. 
While the ideal method of selecting the proper 
would have been to have obtained a culture and then 
to test for the sensitivity of the offending organisms to 
various antibiotics, it was not felt safe to “needle” or 
drain the area in question at any time. Therefore a broad 
spectrum antibiotic was selected. 


CONCLUSIONS 

While we do not believe that the surgical principle of 
incision and drainage of abscesses is to be abandoned in 
favor of antibiotic therapy, we are in agreement with 
many others that we should reevaluate the management 
of abscesses, particularly in the so-called closed areas. 
Before the chemotherapeutic and antibiotic era, once an 
abscess had formed it was unusual for it to resolve, and 
the process was terminated by incision and drainage, 
spontaneous rupture with evacuation, or death. 

Since Crile’s report the conservative management of 
intra-abdominal abscesses with antibiotics has taken a 
definite place in our therapeutic armamentarium. As 
previously mentioned, one of us (J. Z.) has had excellent 
and sometimes surprising results employing antibiotics 
in the treatment of intra-abdominal abscesses. In the past 
five years he has not had occasion to incise and drain a 
pelvic abscess following ruptured appendicitis, all such 
abscesses resolving completely after continued intensive 
antibiotic therapy. 

The management of intra-abdominal abscesses should 
be approached with an open mind. In all such cases con- 
servative treatment should be given a fair trial, and, as in 
the case reported, should be continued only as long as 
there is obvious continued improvement in the patient's 
condition. Very often, the antibiotics will localize a 
spreading inflammatory process, and if the surgeon does 
not become impatient and institute incision and drainage 
at this point, continued therapy may cause complete 
resolution of the process. While it must be admitted that 
the nonoperative method of management may take 
longer than the operative in the eventual complete cure, 
the former method obviates an operative procedure with 
all the accompanying risks. Should the resolution of the 
process be arrested at any time, or should the general 
condition seem to be deteriorating with conservative 
therapy, surgical drainage can then be employed. 

1930 Chestnut St. (Dr. Zaslow). 


Therapeutic Radioisotopes.— The potential usefulness of radio- 
isotopes can be illustrated through their substitution for x-rays. 
The cobalt isotope has a very hard gamma radiation. In this 
sense it is similar to radium. Since Co’ can be produced in 
large quantities and is cheaper than radium, it was quickly 
utilized as a radium substitute. Although there are many minor 
physical corrections to be considered, a cobalt needle will do 
everything a radium needle will do and will do it as well, but 
no better. However, since cobalt is plentiful and can be adapted 
to variable strength, shape, and sizes, extensions of the radium 
needle idea were easily visualized and have already been put 
into practice. Flexible threads of cobalt wire have been used. 
Powdered cobalt in plastic masses have been made. . . . The 
possibilities are limited only by the imagination of the in- 
vestigator.—M. Brucer, M.D., Encouraging and Discouraging 
Research with Therapeutic Radioisotopes, Journal of Kentucky 
State Medical Association, June, 1953. 


4 

Fig. }.—Chest roentgenogram, Nov. 1, showing normal lung fields, no 

¢flusion and a sharp outline of the right side of the diaphragm, which is 
no longer clevated. 
~ 
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CONGENITAL ABSENCE OF A MAIN BRANCH 
OF THE PULMONARY ARTERY 


Israel Steinbere, M.D. 

Charles T. Dotter, M.D. 

and 

Daniel S. Lukas, M.D., New York 


Ten cases of congenital absence of a main branch of 
the pulmonary artery have been reported in the litera- 
ture.’ The diagnosis was made at postmortem examina- 
tion in seven instances * and during surgical exploration 
in two.’ In only one recently reported case " was the 
diagnosis made prior to surgery or death. In the two cases 
we are reporting, diagnosis was suspected on clinical and 
routine radiographic examinations and conclusively 
established by angiocardiography. Angiocardiography, 
pulmonary function studies, and cardiac catheterization 
were performed by methods previously described.‘ 


REPORT OF CASES 


Cast 1.—A 48-year-old practical nurse was first seen in the 
outpatient department five years ago. At that time, her chief 
complaint was of soreness in the chest and frequent sighing. A 
chest film taken a year earlier at another hospital was reported 
to have shown a mediastinal tumor. Bronchoscopy was not re- 
vealing, and no treatment was recommended. 

Physical examination revealed the patient to be well devel- 
oped, well nourished, and in no discomfort. Her weight was 
63.7 kg.; height, 161.3 cm.; and blood pressure 150/80 mm. Hg. 
The only abnormality was hyper-resonance over the left side of 
the chest and diminution of the breath sounds over the right 
side. The thorax was symmetric, and respiration was equal bi- 
laterally. Laboratory examinations including urine, blood, and 
blood chemistry studies and electrocardiography revealed noth- 
ing abnormal. The chest film (fig. | 4) showed overdistention 
of the left lung with displacement of the trachea to the right. 
The right lung appeared small and showed marked diminution 
of the pulmonary vasculature. The heart was normal in size and 
shape, and there was no parenchymal disease of the lungs. 
Fluoroscopic examination showed an increased mediastinal shift 
toward the right on deep inspiration and a greater excursion of 
the left side of the diaphragm. Findings on bronchoscopy again 
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were unremarkable. Angiocardiography (fig. 18) revealed ab- 
sence of the right pulmonary artery. Results of the pulmonary 
function studies are recorded in tables | and 2. The patient has 
been under observation for five years, and, during that period, 
there has been no dyspnea, although she continues to sigh and 


Fig. 1.—A, conventional frontal roentgenogram shows the left lung 
overdistended, causing tracheal deviation to the right and mediastinal 
herniation Vasculature in small right lung is diminished. B, frontal angio- 
cardiogram shows absence of right pulmonary artery. Left pulmonary 
artery and arterial tree are normal. 


complain of vague discomfort in the chest. A low basal 
metabolic rate discovered in 1950 was corrected by treatment 
with thyroid. 

Cast 2.—A 24-year-old mechanic came to the hospital in 
January, 1952. Six years earlier, his enlistment in the Naval 
Reserve was terminated after a few weeks when it was seen on 
a routine chest film “that the right lung was pushed toward 
the heart.” The patient was asymptomatic. Physical examina- 
tion revealed him to be well developed and well nourished. 


Fig. 2.—Conventional frontal roentgenogram shows marked overdisten- 
tion of the right lung, left tracheal deviation, and mediastinal herniation. 
Left lung is small and has little vascularity. 


His weight was 82 kg.; height, 183 cm.; and blood pressure, 
142/72 mm. Hg. The chest was symmetric and normal except 
for hyper-resonance of the right lung and diminution of the 
breath sounds in the left lung. Routine laboratory studies and 
bronchography of both lungs showed nothing abnormal. 


| 
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Studies of pulmonary function are recorded in tables | and 2. 
Table 3 shows the data obtained by cardiac catheterization. 
A chest film (fig. 2) and fluoroscopy revealed that the right 
lung was overdistended and occupied two-thirds of the thoracic 
cavity. The trachea and mediastinum were shifted to the left. 
The lung fields were clear and well aerated: the heart was 
normal in size and shape. The diaphragm moved normally. 
Angiocardiography, both the frontal and left oblique views, 
demonstrated absence of the left pulmonary artery (fig. 3). The 
patient has remained asymptomatic. 


COMMENT 

Of the 12 reports of congenital absence of a main 
branch of the pulmonary artery now available in the 
literature, 10 of the patients were men and 2 were women. 
The right pulmonary artery was absent in cight instances, 
and the left was absent in four. The causes of death in 
the seven patients at autopsy were: hemorrhage into the 
lung not having a pulmonary artery,'” necrosis and ten- 
sion pneumothorax of the unaffected lung,'’ cardiac 
failure in two patients,’ cyanotic congenital heart dis- 
ease,'‘ and infection not related to the pulmonary artery 
in two." Our patients and the one recently reported are 
the only ones free of serious cardiac and great vessel 
anomalies. The defects in embryologic development that 


produce absence of a branch pulmonary artery are poorly 
understood.’ 


Fig 3.—A. frontal angiocardiogram and, B, left oblique angiocardiogram 
show absence of the left pulmonary artery. 

Absence of a main branch of the pulmonary artery 
produces characteristic changes in the appearance of the 
lungs on a conventional roentgenogram of the chest. One 
of the lungs is small and contains few vascular markings. 
The other lung is overdistended and well vascularized 
and displaces the mediastinal structures with the produc- 
tion of mediastinal herniation. Both lungs are clear, well 
aerated, and free of disease. The appearance of the 
mediastinal shift may arouse suspicion of a mediastinal 
tumor as it did in one of our cases. Angiocardiography 
is diagnostic in that absence of the branch of the pul- 
monary artery to the hypoplastic lung is evident (fig. 
1B and 3). A systemic blood supply to the lung lacking 
pulmonary artery circulation was not demonstrated in 
our patients but probably exists, as it was present in 9 
of the 10 patients previously reported. 

Physiological studies confirmed the extremely mild 
functional disability present in our patients. Lung vol- 
umes, maximum breathing capacity, ventilation, and 
blood gases were normal in the man (case 2). The fact 
that the area of alveolar-capillary membrane available 
for gas exchange was sufficient is clearly demonstrated by 
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the normal diffusion capacity for oxygen. If the area had 
been inadequate, the diffusion capacity would have been 
small. 

In the older woman (case |), increased residual and 
total lung volumes and slight diminution of maximum 
breathing capacity were definite evidence of fixed hyper- 
inflation of the lungs, probably resulting from some loss 
of elasticity of the overdistended lung. Intrapulmonary 
mixing and alveolar distribution of air were normal, 


Taste 1.—Lune Volumes and Ventilation Data (BTPS) 
of Two Patients with Absence of a Main Pulmonary 
Artery Branch 


Lung volumes, ce. 


Residual volume 

Maximum breathing capacity, liter min. 67 “1 Ww ™ 
Ventilation, liter min. sq.m. of bheordy 

surface area 
a8 82 34 34 
03 we ll 


however, proving that true emphysema was not present. 
This patient was slightly dyspneic after the standard 30 
step, one minute exercise. 

The only significant defect in pulmonary function 
found in both patients was an increased dead space to 
tidal volume ratio resulting from ventilation of the lung 
not supplied by a pulmonary artery. The resting dead 

. however, was not greatly increased; thus it was 
indicated that the vascular lung preferentially received 
the greater portion of each tidal volume. This was prob- 


Taste 2.—Blood Gases and Ventilation-Perfusion Relationships 
of Two Patients in Whom a Main Branch of the 
Pulmonary Artery Was Absent 


Casel Case? Normal 
Alweolar Ne after 7 min. breathing oxygen, % 14 ll <24 
Arterial blood 
Oxybemoglobin saturation, 
Rest 


as 
Alveolar-arterial oxygen gradient, mm. He... il 7 <n 
Dead space | 
Tidal volume’ < 
Venous admixture 
Pulmonary bleed flow" ~ < 
Diffusion capacity of alweolar membrane tor 


ably due to the smaller size of the avascular lung and 
further encroachment on it during inspiration by the 
herniated one. 

Since bronchospirometry was not done, it is impossible 
to calculate how much the lung without a pulmonary 
arterial blood supply contributed to gas exchange. Pre- 
vious studies on man and animals indicate that such a 
lung is capable of exchanging gases to some extent by 


5. Footnotes Id and e¢. 
6. Footnotes le and A. 


(ase? 
served dieted served dicted 
152 4 
53 
A ee C 


virtue of blood flowing through bronchial artery-pulmo- 
nary capillary anastomoses.* Since the blood has been 
arterialized by passage through the normal lung, it is 
capable of releasing only subnormal amounts of carbon 
dioxide and combining with even slighter amounts of 
oxygen. 

The normal pulmonary vascular bed is large enough 
to permit an increase in blood flow up to three times the 
normal resting value without increase in pulmonary 
artery pressure.* With greater flows, the pressure exceeds 
normal. On the basis of this knowledge of pulmonary 
circulation, it is not surprising that the resting pulmonary 
artery pressure in the man (case 2) was found to be 
normal, with a blood flow exactly twice the usual value 
through the normally functioning lung. Mild pulmonary 
arterial hypertension did develop during exercise that 
caused the cardiac output to be doubled. This change in 
output corresponds to a fourfold increase of pulmonary 
blood flow in a person with two normal lungs. In all re- 
spects, the pulmonary circulation in this patient (case 2) 
was like that in a person who has had pneumonectomy.” 


Taste 3.—Catheterization Data Obtained From 
Patient in Case 2 
Rest Exercise 
Normal Observed Normal 
Cardiac index, liter min. m. of 


body surface ares... 34 a4 
Pressures, tom. He 
Pulmonary “capillary” mean.... <w 7 
Pulmonary artery 
Systolic/Dinstolie ............ us 


The management of patients with this conditicn is 
relatively simple. Prompt treatment of any respiratory 
infection, particularly infection in the vascular lung, is 
essential. Since, if there is an increase in pulmonary blood 
flow, pulmonary arterial hypertension occurs more 
readily than normal, severe forms of exercise are contra- 
indicated. 

SUMMARY AND CONCLUSIONS 

Two cases of isolated congenital absence of a main 
branch of the pulmonary artery are presented. The 
asymptomatic state of the patients is explained by the 
mild respiratory and cardiovascular disability observed 
on pulmonary function and cardiac catheterization 
studies. The ages of the patients, 53 and 26 years, and 
their continued well-being during follow-up examination 
suggests that the prognosis is favorable, barring any 
complicating disease of the “good” lung. 

Such a diagnosis may be suspected when conventional 
roentgenogram of the chest reveals overdistention and 
mediastinal herniation of one lung with hypoplasia and 
diminished vascularity of the affected lung. Absence of 
a main pulmonary artery branch is conclusively demon- 
strated by angiocardiography. It is predicted that more 
instances of this entity will be recognized in this way. 

$25 E. 68th St. (21) (Dr. Steinberg). 
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DERMATOSES AMONG OFFICE WORKERS 
George E. Morris, M.D., Boston 


Skin eruptions among office workers are not common 
and thus have been seldom reported, but, inasmuch as 
they do comprise about 3% of the cases seen by the ac- 
tively practicing industrial dermatologist, there has been 
a definite need of more literature on this subject. Prior 
to this writing, infrequent reference has been noted to 
unconnected cases of dermatitis from carbon paper and 
from contact with glue and typewriter ribbons. Schwartz, 
Tulipan, and Peck,’ in pointing out that office workers 
may also suffer from erythema ab igne and dermatitis 
from the glue on stamps and envelopes, have urged that 
more attention be given to recording correlated cases of 
eruptions treated among office workers. 


This is a report based on an analysis of 1,213 patients 
treated by me, all of whose dermatoses were proved to be 
caused by industrial factors. Among them were 36 office 
workers, who contacted the conditions as follows: 4 from 
carbon paper, 5 from paper, 6 from glue, 2 from card- 
board, 12 from various machine dyes and inks and the 
chemicals used to remove them, | from paper towels, to- 
gether with the 6 cases described in this report, which 
seem to be of especial interest. 


REPORT OF CASES 


Cast 1.—The patient, aged 45, was first seen in 1945. He 
complained of a rash of the finger webs and on his fingers. 
which he had endured for four years. He stated that he had 
never experienced any eruptions previous to the onset of the 
one on his hands, and he denied ever having had ringworm on 
his feet. He had been seen by four dermatologists, who had 
told him his rash was not due to his work. He said that he 
handled carbon paper and cards and that he cleaned his hands 
frequently with bar soap. On examination, all the finger webs 
were fornd to be red and vesicular, and the vesicles extended 
up onto the fingers. On two occasions, scrapings were taken for 
fungi, but the tests proved negative. The patient was told that 
his eruption could not be due to the nature of his work, and 
he was discharged from treatment. He was subsequently seen 
in 1951. He had then been attended by 11 dermatologists, in- 
cluding myself, and all 11 had found that his eruption was not 
due to his work. He stated that his hands had cleared up some- 
what while he was on vacation in 1949, and had completely 
cleared in 1950 while he was in the hospital 10 weeks. His 
hands had started to break out again within a week after his 
return to work (fig. 18). There was no change in the nature of 
his work as a clerk, and in the course of his daily duties he 
handled only paper, cards, and carbon paper. When questioned 
as to any other manifestations on his skin, he remarked that he 
had had a “burn” on his leg from foam rubber when his leg 
had been in traction while in the hospital. Questioning then 
brought out the fact that he used elastic rubber bands all day 
long in filing away his cards. On further inquiry, he then 
stated that he had had eruptions previously on his arm from 
elastic bands and on his leg from garters. 

Thus, 11 years after the onset of his eruption, the patient 
was patch-tested with clastic bands, with black carbon, and 
with red carbon, the result being that he showed a positive 
test to the elastic band and also the red carbon paper. He was 
told to avoid the use of carbon paper and elastic bands, and 
then he improved, only to break out subsequently with new 
blisters on his fingers, at which time he was found to have a 
positive patch test to a green rubber blotter on his desk. The 
blotter was removed, whereupon his skin cleared again, but 


Assistant Clinical Professor of Dermatology, Tufts College Medical 
School. 

1. Schwartz, L.; Tulipan, L.. and Peck, S. M.: Occupational Diseases 
of the Skin, ed. 2, Philadelphia, Lea & Febiger, 1947. 


1218 DERMATOSES—MORRIS 
Vi 
195 
Pulmonary vascular resistance, dyne« 


Vol. 152, No. 13 


broke out shortly after his office was furnished with green 
leatherette chairs. He was tested with a patch of the leatherette, 
and had a 34 test to the green leatherette. The patient was 
removed from contact with all these materials and has been 
free of a dermatitis for over a year, while still working in the 
same office. 


Fig. 1.—Dermatoses caused by contact with rubber products. 4, caused 
by clastic rubber bands. 8B, caused by rubber thumb. 


In addition to this case, three officer workers have 
been treated for cruptions emanating from their use of 
“rubber thumbs” or rubber finger-tops worn while count- 
ing or picking up cards in the course of their work 
(fig. 1B). 

Cast 2.—A clerical worker evidenced an eruption of her 
thumb and of the second and third fingers of her right hand, 
which had been present for over two months. She stated that 
shé had been working in the same office during that period, 
and that she handled nothing but paper and pencils at her 
work. According to the patient, the eruption occurred in the 
places witre she held the pencil while at work. She was wont 
to hold her pencil in an unort X manner, so that it touched 
the thumb and the approximating surfaces of the second and 
third fingers, as shown in figure 24. She was patch-tested with 
the pencil, both as to the green outer paint and as to the wood 
on the inner part of the pencil. She had a negative test to the 
wood of the pencil, but a positive test to the green paint. She 
was removed from contact with colored pencils, and her erup- 
tion cleared. 

Cast 3.—A stenographer complained of an eruption (fig. 
which was found to be due to liquid soap from a soap di 
in the office building where she warked. After elimination of 
other substances, it was noted that the rash occurred in the 
approximate places on the palms of her hands where the liquid 
soap had dropped after being released by méans of the push-up 
plug. Test to the dilated soap showed a 4+ reaction. The 
eruption was cleared’ by the use of a cleanser (not a soap) with 
a pH of 7. 

CONCLUSIONS 


When a patient complains of a rash that he believes to 
be due to something encountered in his work, it is only 


Fig. 1.—Dermatoses caused by contact 
caused by paint from pencil. B, caused by liquid soap. 


with common equipment. A, 


prudent to test him with various materials with which he 
comes in daily contact. Dermatitis from rubber bands 
has not been emphasized as a cause of contact dermatitis. 
Failure to consider all the factors present was the reason 
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why 11 dermatologists, including myself, missed the diag- 
nosis in case 1. In that instance, certain vagaries were 
present, which could be disclosed only by patch-testing. 
Such vagaries were manifested by consistencies and in- 
consistencies, i. e., the patient had a positive test to elas- 
tic, which is one form of rubber, to a green rubber blotter, 
to a green leatherette chair (which may have been made 
partially from rubber), and also to a red carbon paper, 
whereas tests to blue carbon and to a black leatherette 
book cover proved negative. 
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VOLVULUS OF THE SMALL INTESTINE 
COMPLICATING PREGNANCY 


REPORT OF A CASE 


Phillip H. Halperin, M.D., 

Bela Kent, M.D., 

and 

Sidney Rubin, M.D., Kansas City, Mo. 


This case of intestinal obstruction is reported because 
it not only is a rare complication of pregnancy but also is 
a diagnosis seldom considered since the symptoms 
so closely simulate those occurring in normal pregnancy. 
Only six cases have been reported in the American liter- 
ature. 


The patient was a 19-year-old pregnant woman whose last 
menstrual period was in August, 1951. Two years prior to her 
pregnancy she had had an with an uneventful 


yed a marked anxiety state during 
the first three months of pregnancy. With frequent reassurance, 
her fear of pregnancy and childbirth disappeared, and the 
hyperemesis lessened, although it never stopped completely. 
She first felt life in November. On Dec. 16, 1951, at 4 a. m., 
the patient awoke with severe upper abdominal pain and vomit- 
ing. The acute pain and vomitifig subsided for several hours, 
and upon recurrence of these symptoms she was admitted to 
Her temperature was 98.6 F, pulse rate 90, and blood pressure 
120/80 mm. Hg. The fundus of the uterus was soft and was 
palpable one fingerbreadth above the umbilicus; no contractions 
were observed. fetal heart rate was 150 and regular. The 
upper abdomen was not distended, and no rigidity was evident. 
There was no increased peristalsis and no palpable tumor mass. 
Meperidine (Demerol) hydrochloride (100 mg.) was given to 
relieve pain, and 1,000 cc. of 5% glucose in saline, and 1,000 
cc. of 5% glucose in water with Lyo-B-C (a preparation con- 
taining the principal B complex factors and ascorbic acid) was 
given intravenously to prevent dehydration. The condition was 
first believed to be pyelitis of the left kidney, since the pain 
was more pooneuneeg in the left flank. The total leukocyte 
count was 12,500. A differential count showed 85% poly- 
morphonuclears and 12% stab cells. After a urine specimen 
was obtained by catheterization, 600,000 units of penicillin and 
1 gm. of streptomycin were given. Results of urinalysis were 
negative. The patient spent a fairly comfortable day. The 
tenderness in the upper abdomen shifted to the right upper 
quadrant, and the vomiting still persisted; however, no rigidity 
or masses were found. The pulse and temperature remained 
within normal limits. The possibility of intestinal obstruction 
was considered, and a flat roentgenogram of the abdomen was 
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taken (fig. 1). This scout film revealed no undue distention of 
the small bowel, and gas was seen distributed throughout the 
large intestine; thus, there were no signs of obstruction. The 
patient still needed an occasional dose of meperidine for relief 
of the pain, but the vomiting had subsided. A laxative was 
given at bedtime, and the next morning, on the third hospital 


the gallbladder region. On the fourth hospital day the patient 
was almost completely free of subjective symptoms. She had 
several small bowel movements and felt well. Examination at 
this time revealed a soft, tender mass in the right upper ab- 
domen with very little distention. The temperature was 99.6 F 
and the pulse rate 100. 

On the fifth hospital day the patient started to vomit again. 
The pain increased, and the mass was larger and tender. The 
leukocyte count increased to 24,000, with 57% poly 
nuclears, 28% stab cells, and 10% lymphocytes. Clinically the 
diagnosis of intestinal obstruction was obvious, and a second 
scout film (fig. 2) revealed distention similar to that seen in 
small bowel obstruction. In addition there was a loss of the 
valvulae conniventes, which we believed to be suggestive of 
vascular impairment. The patient was prepared by adequate 
fluids and intestinal decompression, and, the same day, ex- 
ploratory operation was performed through a right upper rectus 
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When the abdominal cavity was opened, the omentum was 
found encasing the mass. The omentum was carefully dissected 
away. revealing two loops of jejunum that were dilated to 
approximately & cm. The loops were almost black and were 
lusterless, with definite loss of normal motility. The loops of 
small intestine were carefully dissected from the surrounding 
structures. A torsion at the base of the mesentery was found. 
This was uncoiled, and then a resection $ cm. proximal and 
distal to the area of infarction was accomplished. An end-to- 
end anastomosis was performed, an outer row of 4-0, gastro- 
intestinal silk sutures placed at intervals of 4 to S$ mm., and 
interrupted 4-0, gastrointestinal absorbable surgical sutures 
used for the inner row. A peritoneal graft was then cut from 
the wound edge and used as a patch over the anastomotic line 
as described by Chester, Bell, and McCorkle.’ 

The patient was treated by intestinal decompression with the 
Miller-Abbott tube while receiving fluids intravenously for five 
days. After this she was given soft foods. She made an 
uneventful recovery and was discharged on the Ith post- 
operative day. At no time during the illness was her pregnancy 
threatened. On May 5S, 1952, the patient delivered a full-term, 
viable boy. There were no complications during the delivery, 
and the patient has gained 20 Ib. (9.1 kg.) since surgery was 
performed. 


COMMENT 
In evaluation of this case, the difficulty in making a 
correct diagnosis is readily evident. In normal pregnancy 
pain may be associated with vomiting, distention, and 
constipation, all prevalent classical signs and symptoms. 


Fig. 2.—Foltlow-up film demonstrating the distention of the small bowel 
with an abrupt lows of valvulae conniventes in suspected jejunal loops. 
Note that air is still Observed in the large intestine, a finding not infrequent 
in volvulus of the small intestine. 


Upper abdominal pain is not uncommon during preg- 
nancy, because the diseases of the upper abdominal 
organs are relatively common during this period. Thus, 
gallbladder disease, kidney infections, hyperacidity of the 
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Fig. 1.—Roentgenogram revealing gas scattered throughout the large . 
intestine. Some bowel gas is visualized in the upper right quadrant. A soft { 
tissue mass extends upward from the pelvis to the level of the fourth ; ey ; 
lumbar body. A fetus of five months’ gestation is present within the uterus. 5 ‘ 
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day, an enema was given with fair results. The patient felt e - 
comfortable, retained all of her food, and complained very , a 
little of pain. At this time masses still were not evident al- ” or “ 
though there was some distention and localized tenderness in ~ 
the right upper abdomen. The possibility of cholecystitis and . = ta, P 
cholelithiasis was considered, but the tenderness was lower than 
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stomach, premature labor, separation of the 
and degeneration of fibroids will initiate the same kind of 
symptoms as intestinal obstruction. 

Vomiting is one of the commonest symptoms of normal 
pregnancy. Although most textbooks state that the typical 
hyperemesis gravidarum does not last longer than three 
months, every obstetrician has had patients who have 
vomited all through pregnancy. The same difficulties are 
encountered if we look for the physical signs of intestinal 
obstruction. Distention can be caused by other conditions 
such as the ileus associated with pyelitis.’ If the obstruc- 
tion is high, distention may not be marked. Visible peri- 
stalsis may sometimes be observed in the lower intestinal 
tract during the first trimester of normal pregnancy. 

Pregnancy per se may cause intestinal obstruction 
under exceptional circumstances such as those described 
by Dibot. In his case, the uterus contained 14 liters of 
amniotic fluid in addition to twin fetuses. The marked 
enlargement of the uterus caused mechanical pressure on 
the rectosigmoid. Torsion of the small intestine has been 
caused by mesenteric cysts, acute appendicitis, Meckel’s 
diverticulum, and inflammatory adhesions. The com- 
monest location for volvulus has been in the sigmoid, 
where torsion was the cause in 41 of the 80 reported 
cases. In 19 of the remaining 39 cases, other portions of 
of the large intestine were involved. Thus, in only 20 cases 
was the volvulus confined to the small intestine, as in this 
case.” 

The roentgenologic diagnosis of acute intestinal ob- 
struction is some times very difficult. The confusion is due 
to the occasional true ileus of pregnancy that is observed 
in normal pregnancy or associated with a pyelitis.’ In 
each case, the radiological report must be integrated with 
information gathered from the history and physical ex- 
amination. In cases in which the clinical findings suggest 
an obstruction, a follow-up scout film should be made 
within 12 to 24 hours. This procedure should be empha- 
sized, because it demonstrates the progression of gaseous 
distention that is so important in diagnosis of obstruction. 
The serial film confirmed the diagnosis in this case and 
has been valuable on other occasions when the original 
film was inconclusive. Furthermore, the serial flat plate 
suggested impairment of blood supply in that the appear- 
ance of the jejunal loops showed an abrupt loss of val- 
vulae conniventes. 

The treatment of volvulus is surgical intervention as 
soon as the diagnosis is made, except when the patient 
has reached the third trimester of pregnancy and the size 
of the uterus interferes with the surgical procedure. Be- 
cause of the height and size of the uterus at this stage it 
may mechanically displace the intestinal loops so that 
they become inaccessible. In such circumstances it is ad- 
visable to induce labor, empty the uterus, and then pro- 
ceed with the laparotomy. Some physicians feel that the 
emptying of the uterus may release the obstruction, or 
volvulus, but we believe that this is a dangerous procedure 
in that valuable time is wasted in observation of the pa- 
tient after delivery. The prognosis is improved when 
the patient is operated on at the earliest sign of obstruc- 
tion. When there has been undue delay in surgical inter- 
vention the maternal mortality approaches 60° . 
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SUMMARY 


Early diagnosis of volvulus of the small intestine oc- 
curring during pregnancy is difficult, because some of the 
normal signs of pregnancy are similar to signs observed in 
cases of obstruction. The importance of employing not 
only a single scout film of the abdomen but also a follow- 
up film in 12 to 24 hours is emphasized. In early volvulus 
the first roentgenogram may disclose no abnormality and 
thus be misleading. Diagnosis of obstruction of roent- 
genogram is further complicated by the fact that normal 
ileus of pregnancy must be differentiated from obstruc- 
tion. The prognosis is greatly improved if the volvulus is 
diagnosed early and surgical correction undertaken. De- 
lay is responsible for almost a 60% maternal mortality. 
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HEMOPERICARDIUM WITH TAMPONADE 
DURING ANTICOAGULANT THERAPY 
OF MYOCARDIAL INFARCT 


REPORT OF A CASE WITH RECOVERY 
FOLLOWING PERICARDIOTOMY 


O. Alan Rose, M.D. 
Roy H. Out Jr., M.D. 
and 


Herbert C. Maier, M.D., New York 


Significant pericardial hemorrhage has been reported 
to have resulted from a number of precipitating factors 
during the administration of anticoagulants. These in- 
clude nonpenetrating trauma to the heart,’ tumor involv- 
ing the pericardium, and pericarditis of the nonspecific 
type * as well as that associated with myocardial infarc- 
tion. Reports of hemopericardium with tamponade com- 
plicating anticoagulant therapy of acute myocardial 
infarction have been made by Nichol © and by Goldstein 
and Wolff.* Syner * has reported a case with relief of tam- 
ponade by pericardial aspiration. The purpose of this 
paper is to report a case in which the relief of cardiac 
tamponade by pericardiotomy was a life-saving measure. 


REPORT OF A CASE 


A 48-year-old accountant was admitted to Lenox Hill Hos- 
pital on March 4, 1952, with the complaint of a burning sensa- 
tion in the throat and substernal region. This had been noted 
for the previous two days on walking and had been constant for 
the four hours prior to admission. There was accompanying 
weakness, nausea, and diaphoresis. The past history was un- 
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remarkable. There was no evidence of previous coronary in- 
sufficiency, hypertension, or diabetes. The patient's father died 
of heart disease at the age of 53. The review of systems was 
negative. 

The physical examination revealed a well-developed, well- 
nourished white man, in no apparent distress. The temperature 
was 98.4 F (R), pulse 60, respirations 19, and the blood pres- 
sure 140/90 mm. Hg. The heart was not enlarged and had 
sounds of good quality. No murmur, rub, or gallop was heard. 
The rhythm was regular, with the ventricular and peripheral 
rates equal. There were no signs of congestive heart failure. 


depression 
of the ST segments in lead 1, elevation in leads 2 and and 3, and 


37 mm. per hour (Westergren). 
The patient was placed on a coronary regimen 
needed, and anticoagulants. Hep- 


prothrombin time was 25 seconds (control, 11 to 1 
The patient still had a temperature of 101 to 101.8 F (rectal), 
and chest pain persisted. A slight friction rub was heard incon- 
stantly. There wtre no signs of congestive heart failure, and the 
patient seemed to be improving. 

On the eighth hospital day, a more marked friction rub was 


short runs of ventricular tachycardia. These were controled by 
oral administration of procaine amide hydrochloride (Prones- 
tyl). The prothrombin time was 39 seconds (control, 11-13 
seconds). The patient's temperature slowly dropped, and he 
appeared improved. The heart sounds were of better quality 
and the intensify of the friction rub lessened. On the 12th hos- 
pital day, the patient began to complain of nausea, which was 
followed by vomiting. His skin became pallid and cold. The 
prothrombin time was 41 seconds (control, 11 to 13 seconds). 
On the 13th day, his venous pressure was 250 mm. H.O. He 
was digitalized and given mercurials with little or no response. 
On the 14th day, his chest was clear and the heart sounds 
ware of poor quality and intensity. There was evidence of car- 
enlargement. The blood pressure was paradoxical, being 
unobtainable during the inspiratory phase of respiration but 
dusing expiration, pressures of about 100/70 mm. Hg were 
present. The liver was palpable 4 fingerbreadths below the right 
costal margin. No peripheral edema was noted. An electrolyte 
imbalance was found with a serum sodium of 126 mEq. per 
liter and a potassium of 6.3 mBq. per liter. The blood urea 
nitrogen rose from normal levels to 76.4 mg. per 100 cc. Dur- 
ing the next four days, the serum sodium ranged from 118 to 
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120 mEq. per liter, and the serum potassium from 6.4 to 5.9 
mEq. per liter, with a hematocrit of 42.9 to 38.2%. The 
chlorides ranged from $43 to 506 mg. per 100 cc. (570 to 620 
mg. per 100 cc., normal). The venous pressure was 300 mm. 
H.O. The prothrombin time rose abruptly on the 14th day to 
84 seconds, (control, 11-13 seconds), and anticoagulants were 
discontinued. Synthetic vitamin K was given intravenously. The 
prothrombin time returned to the previous levels and then to 
normal. Roentgenograms showed increasing heart size. The 
form of the electrocardiogram did not change, but the voltage 
became progressively lower. It was still not possible to differ- 
entiate with reasonable certainty between cardiac dilatation and 
pericardial effusion with tamponade. The cardiac status con- 
tinued to deteriorate. 

On March 21, 1952, the 18th hospital day, physical signs 
and x-ray evidence (fig. 1) were considered to be more con- 
sistent with cardiac tamponade than with dilatation. The follow- 
ing day, the prognosis with no further treatment appeared hope- 
less and a pericardiotomy was performed with the patient un- 
der local anesthesia. About 700 cc. of hemorrhagic fluid was 
removed. It contained 5.8 gm. of hemoglobin per 100 cc. and 
did not clot. During controlled release of pericardial fluid, the 
pulse pressure progressively increased. The blood 
changed from 90/70 mm. Hg, obtainable only during the 
expiratory phase of respiration, to 130/80 mm. Hg, throughout 
the respiratory cycle. The patient's condition improved rapidly. 
Serosanguineous pericardial fluid continued to drain for several 
days. During the subsequent 24 hours, the urinary 

exceeded §$ liters and was of extremely low specific gravity. For 

the rayne hep days, his urine output was between 3 and 
4 liters per day, and the total fluid output exceeded the intake 
with a negative fluid balance of 2 to 3 liters for five days. 
The eleetrolyte balance and blood urea nitrogen returned 
rapidly to normal. The venous pressure on the 24th day was 
98 mm. H.O. 

On the 24th hospital day, generalized lesions of 
multiforme developed, which were considered to be due to 
penicillin given postoperatively. In the cighth week of his ill- 
ness, the patient began ambulation, which was interrupted by 
febrile illness with temperature to 103 to 104 F (rectal), tachy- 
cardia, and generalized muscular aches and pains, 
viral in nature. He stood this complication well, without 
any symptoms of coronary or cardiac insufficiency. Ambulation 
was continued, and the patient was discharged asymptomatic. 
The heart showed only slight generalized enlargement and the 
sounds were of good quality. The blood pressure was 120/80 
mm. Hg. The electrocardiogram showed the residual pattern 


Fig. 2.—-Six foot films showing the heart size 18 days and 6 months post- 
operatively. 


of posterior myocardial infarction. Discharge was on the 71st 
hospital day. The patient has had an uneventful convalescence 
and has returned to his previous employment. Follow-up ~~. 
inations to cight months since infarction have 

evidence of diminished reserve. heast cise bes 
normal by x-ray examination (fig. 2). 


COMMENT 

Pericardial hemorrhage with tamponade in this case 
was ocean related to the effects of anticoagulants. 
Although the prothrombin time later became consider- 
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Pig. 1.—Bedside films of patient with cardiac tamponade after antico- 
agulant therapy taken the day prict to and immediately following surgery 
ee segments in precordia Ss, where inv 
T waves were present. Except for variations, which will be 
nated, subsequent cardiograms showed the progressive changes 
seen in posterolateral myocardial infarction. The white blood 
cell count was 11,600 and the erythrocyte sedimentation rate V 
arin was given subcutancously in a dose of SO mg. every 
6 hours for 48 hours. Bishydroxycoumarin (Dicumarol) was 
administered, 300 mg. initially, then 200 mg. and 150 mg. on 
consecutive days. On the second hospital day, the temperature 
rose to 102 F (rectal), but he had no complaints. On the 
third day, he complained of almost continual aching sub- 
sternal pain. A pleuropericardial friction rub was heard. The 
heard over the entire precordium. It was closer to the ear, wey % 
louder, and more leathery in quality than the previous rub. The 
electrocardiogram showed ventricular premature systoles and * 5 
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ably prolonged, ium occurred when the 
prothrombin levels were within the so-called therapeutic 
range and there was no evidence of toxic reaction to 
bishydroxycoumarin. Hemorrhage under these circum- 
stances must be presumed to be a response that may 
occur when the normal clotting mechanism is disturbed 
in the presence of an inflammatory process. Hemoperi- 
cardium with tamponade, which was considered to be 
due to the administration of anticoagulants, has been 
described in a case of nonspecific pericarditis.’ This 
demonstrates that pericardial hemorrhage may result 
when anticoagulants are used in the presence of peri- 
carditis of any type. While there is some difference of 
opinion,” most of the evidence in the literature agrees 
with our experience: serious complications of anticoagu- 
lant therapy are unusual when the necessary precautions 
are observed, and significant pericardial hemorrhage is 
relatively rare. Experimentally, surface hemorrhages 
were found to be no commoner in anticoagulant-t 

myocardial infarction than in controls.’ For these reasons, 
we do not believe that the possibility of this or other 
hemorrhagic complications should militate against the 
use, but should be regarded as a calculated risk in the 
anticoagulant treatment of myocardial infarction. A 
recent editorial has aiso expressed this viewpoint.* 

Careful observation for manifestations of bleeding is, 
of course, essential and will usually prevent the occur- 
rence of serious hemorrhagic complications. The earliest 
indication of pericardial hemorrhage, as pointed out by 
Goldstein and Wolff * and demonstrated in the case re- 
ported here, may be the occurrence of a pericardial 
friction rub when the prothrombin time is in the effective 
therapeutic range. This, with or without subsequent 
evidence of tamponade, warrants discontinuation of 
anticoagulants and the use of antihemorrhagic therapy. 
Tamponade may escape early recognition. It is evidenced 
by a rising venous pressure accompanying an increase in 
heart size, a small thready pulse, and narrowed pulse 
pressure, characteristically with a paradoxical quality to 
pulse and blood pressures. The heart sounds are not 
necessarily distant. 

Differential diagnosis between cardiac dilatation with 
failure and cardiac tamponade may be difficult. Failure 
following myocardial infarction is most often predomi- 
nantly left-sided as opposed to the almost exclusively 
right-sided effects of mechanical obstruction in acute 
tamponade. The electrocardiogram may be helpful in 
this differentiation when there is rapid development of 
low voltage complexes; however, the electrocardiogram 
as well as the x-ray findings may be equivocal. 

Evidence of increasing tamponade is the indication for 
pericardial tapping. We believe that pericardiotomy, as 
performed in this case, is preferable to pericardiocentesis 
if differentiation from cardiac dilatation is uncertain be- 
cause it permits direct visualization. The procedure can 
be performed under local anesthesia with the patient well 
sedated, receiving continuous oxygen. There is surpris- 
ingly little trauma when pericardiotomy is done by an 
experienced thoracic surgeon. 

Of additional interest was the transient marked hypo- 
natremia and chloremia and the hyperpotassemia. This 
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appears to have been entirely due to the cardiac tam- 
ponade as there was a rapid and progressive return to 
normal electrolyte levels following pericardiotomy. 


SUMMARY 


A case is presented with pericardial hemorrhage and 
tamponade as a complication of anticoagulant therapy 
for acute myocardial infarction. Pericardiotomy was a 
lifesaving procedure. 
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APLASTIC ANEMIA FOLLOWING CORTICO- 
TROPIN THERAPY 
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and 
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Allergic reactions to corticotropin have been docu- 
mented recently with increasing frequency. These reac- 
tions have been of varying degree and, although most 
reported reactions have been of relatively benign nature, 
instances of nearly fatal anaphylactic shock have been 
described by Segal ' and Feinberg and associates.’ Several 
series of less severe reactions have also been reported.’ 
The incidence of sensitivity reactions to this material 
has been variously reported up to as high as 5%.” 

Since corticotropin has been clearly shown to act as 
an allergen, one might anticipate bone marrow depres- 
sion to be a resultant phenomenon in a certain number 
of those persons who manifest hypersensitivity to the 
drug. This we believe to have occurred in the following 
case and feel that it should be reported in view of the 
obvious importance of early recognition of such a re- 
action. 

REPORT OF CASE 

A 2ll-year-old white man was admitted on Oct. 21, 1952, 
complaining of chronic diarrhea. Diarrhea had persisted for 
about three years; there were 5 to 10 stools daily, with oc- 
casional blood and mucus. There was moderate anorexia and 
marked weight loss. Two previous hospitalizations resulted in 
only transient, symptomatic improvement. The medical history 
was not significant except for a 17 day hospitalization at the 
age of 7 years for bloody diarrhea. There were no allergies or 


From the departments of medicine and pathology, Sacramento County 


1. Segal, M. S., and Herschfus, J. A.: Progress in Allergy: ACTH and 
Cortisone in the Management of the Hypersensitivities, With Particular 
Reference to Bronchial Asthma: A Review of Clinical and Laboratory 
Studies, Ann. Allergy 8: 786, 1950. 

2. Feinberg, S. M.; Feinberg, A. R., and Bigg, E.: Allergy to Pituitary 
Corticotrophic Hormone, J. A. M. A. 147: 40 (Sept. 1) 1951. 

3. (a) Proceedings of the First Clinical ACTH Conference, edited 7 
J. R. Mote, Philadelphia, Blakiston Company, 1950. (+) Proceedings of 
the Second Clinical ACTH Conference, edited by J. R. Mote, Philadelphia, 
Biakiston Company, 1951, vol. 2, Therapeutics, 


Hospital 


1224 APLASTIC ANEMIA—SNIVELY ET AL. 


known food or drug sensitivities. On physical examination, this 
young man appeared sallow and listless. There were evidences 
of chronic weight loss. His blood pressure was 125/80 mm. 
Hg; his temperature, pulse, and respirations were normal. The 
entire physical examination was unremarkable except for the 
rectal examination, during which a roughened, nodular mucosa 
was felt. It was studded with elevated areas 1 to 10 mm. in 
diameter. Proctoscopic examination disclosed pseudopolyp for- 
mation on an ulcerated background of inflamed mucosa. 
Laboratory studies showed a normal urine; hemoglobin level, 
9.5 gem. per 100 cc.; and white blood cell count, 4,800 per 
cubic millimeter. Several stools gave positive benzidine and 
guaiac reactions. Roentgen studies included a normal chest 
film and a roentgenogram after a barium enema that was 
reported to show loss of the haustral markings, with an un- 
naturally smooth appearance. There was shortening of the 
entire colon, with pseudopolyp formation throughout, and the 
terminal ileum seemed dilated but had a normal mucosal 
pattern. The appearance, to the radiologist, was characteristic 
of chronic ulcerative colitis, somewhat more advanced than on 
films taken two years previously. 

In view of the long duration of the disease and the far 
advanced changes manifest in the colon, the patient was con- 
sidered probably to be beyond adequate medical therapy, and 
a preparatory regimen for total colectomy was begun. Corti- 
cotropin was given by intravenous drip, 15 mg. daily, begin- 
ning on Nov. 21, 1952. His clinical progress was not satis- 
factory; he failed to gain weight, and the expected side-effects 
of the corticotropin did not develop. The administration of 
corticotropin was discontinued, and corticotropin gel was given 
in a dosage of 50 mg. twice daily, beginning on Nov. 26, 
1952. Both the aqueous and gel forms of the drug were pre- 
pared from pork adrenal. Two units of whole blood were 
given and administration of potassium chloride was begun on 
Dec. 5, 1952. Acne and a slight dependent edema developed 
on Dec. 7. Administration of carbacrylamine resins (Carbo- 
Resin), a sodium removing resin, was begun on Dec. 9, 1952, 
in an attempt to limit the retention of sodium. On Dec. 17, 
popliteal thrombophlebitis developed in the right leg; this was 
treated conservatively. At this time the hemoglobin level was 
12.8 gm. per 1060 cc.; hematocrit, 44%; and white blood cell 
count, 2,500 per cubic millimeter, with 79% neutrophils and 
21% lymphocytes. Shortly thereafter marked generalized 
tenderness of all the muscles developed, and the temperature 
rose to 103 F. An electrocardiogram at this time showed a 
marked change from a previously normal tracing, with the 
development of a severe tachycardia and S-T segment de- 
pressions throughout all leads. On Dec. 23, the hemoglobin 
level was 14.5 gm.; white blood cell count, 1,300, with 75% 
neutrophils and 25% lymphocytes. On the following day, the 
hemoglobin level was 13.2 gm.; white blood cell count, 800, 
with 18% neutrophils and 82% lymphocytes. At this time, a 
sternal bone marrow aspiration was performed. The material 
showed almost no hematopoietic activity. The predominant 
cells were lymphocytes, and there were large areas of fat that 
were completely acellular. Many of the cells appeared to be 
degenerating granulocytes; the nuclei of some of these cells 
were pyknotic, while others showed nuclear lysis. Many showed 
cytoplasmic vacuolization. There were no normal granulo- 
poietic or erythropoietic elements, and no megakaryocytes were 
found. 

Corticotropin therapy was stopped and cortisone and anti- 
biotic therapy begun. Oliguria developed; a fever continued; 
and the patient became disoriented. Rectal incontinence and 
bloody diarrhea developed. The administration of cortisone 
was discontinued after disorientation developed. On Dec. 25, 
1952, 500 cc. of fresh blood was given, but the patient's 
condition rapidly grew worse and he died on Dec. 26. A 
review of the medications given to the patient prior to the 
sudden change in his clinical course disclosed that he had 
received only ferrous sulfate, a multivitamin preparation, 
potassium chloride, and the carbacrylami 
resins in addition to corticotropin. 
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On 
were seen to be injected and reddened, and loops of 
bowel were slightly adherent, with a fibrinous exudate; no free 
fluid was found. The pleural spaces were normal. The peri- 
cardium and epicardium contained occasional, minute hemor- 
rhagic areas. Numerous small, rubbery, dark red infarcts were 
found in both lungs, and a major branch of the right pul- 
monary artery was blocked by a red, mixed thrombus. The 
adrenals contained a markedly hypertrophied cortex 6 cm. 
thick; the medullas were normal in appearance. The serosa of 
the small bowel was injected and somewhat rough; the mucosa 
was normal; and the lumen was empty. The wall of the entire 
colon was markedly thickened and showed complete loss of 
haustration, extensive ulceration of the lining epithelium, and 
the formation of islands of pseudopolyps that were separated 
by dark red necrotic tissue. The vermiform appendix showed 
changes identical to those in the colon. The kidneys weighed 
160 gm. each, and small necrotic abscess areas studded both 
the cortices and medullas on section. Examination of both 
sternal and rib marrow cavities showed a red, very dry surface 
from which no marrow could be expressed. The right leg was 
swollen, and there was induration over the course of the 
vein. There was a small area of ecchymosis, with 
induration in the left palm measuring 5 mm. in diameter. This 
region was incised and cultures made that disclosed a pure 
growth of beta hemolytic Staphylococcus aureus. 

Microscopic findings included necrosis of the entire mucosa 
of the colon except for minute islands of epithelium and an 
exudative infiltration of all layers of the wall by polymorphs 
and lymphocytes. There was marked hypertrophy of the zona 
reticularis of the adrenal cortex. Areas of infarction and 
thrombosed blood vessels were found in the lung sections; 
chronic suppurative lymphadenitis was noted in the mesenteric 
lymph nodes; there was some infiltration of the pericardium 
by an inflammatory cellular exudate; and there were several 
minute areas of hemorrhage in the heart muscle. The kidneys 

microscopic evidence of the abscess areas noted 
grossly, and several similar areas were seen in the liver. Bone 
marrow sections showed diminution of the cellular components, 
most of which were lymphocytes with occasional plasma cells. 
No evidence of erythropoictic or myeclopoietic activity was 
seen. 
The pathological diagnoses were chronic ulcerative colitis; 
aplastic anemia; acute fibrinous peritonitis; pulmonary em- 
bolism, with bilateral pulmonary infarction; and pyemia, 
involving subcutaneous tissue, kidneys, liver, and pericardium. 


SUMMARY AND CONCLUSIONS 

A case of depression of bone marrow activity follow- 
ing corticotropin therapy with fatal termination due to 
overwhelming sepsis is presented. It represents, to our 
knowledge, the first instance of what we believe to be a 
probable untoward reaction to corticotropin. The ex- 
perience points out a new potential hazard to be con- 
sidered in the use of an ever more commonly adminis- 
tered therapeutic agent and demonstrates the need for 
careful hematological observation in patients so treated. 
As Evans and Rackemann * have commented, it is para- 
doxical that a drug that usually relieves allergic manifes- 
tations can itself act as an allergen; a somewhat similar 
situation, however, has been seen in the clinical use of 
antihistamines. Certainly the animal protein nature of 
corticotropin would make understandable such a poten- 
tial for hypersensitivity development. 

2315 Stockton Blvd. (17) (Dr. Snively). 


4. Fuligrabe, E. A.: Personnal communication to the authors. 
S. Evans, R. R., and Rackemann, F. M.: Progress in Internal Medicine: 
Allergy—Corticotropin and Cortisone: Review of the Literature from 
, 1950, to January, 1952, A. M. A. Arch. Int. Med. 90; 9% 
1952. 


An autopsy was begun approximately 45 minutes after 
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CLINICAL EXPERIENCE WITH TRANSFUSIONS 
OF PLATELETS SEPARATED FROM 
NORMAL BLOOD 


Allen H. Minor, M.D. 
and 
Lee Burnett, M.S., New York 


The development of a method for separating and 
concentrating platelets from normal blood ' has facili- 
tated the use of platelet transfusions for prevention or 
control of bleeding in thrombocytopenic purpura. Fifty- 
seven platelet concentrates, most of which were proc- 
essed from five pints of blood each, have been prepared 
in the Lenox Hill Hospital's Laboratory for Experi- 
mental Cytology and given to 28 patients with thrombo- 
cytopenic purpura. To obtain an objective clinical evalu- 
ation of these transfusions, the observations and 
impressions of the 24 physicians attending these patients 
have been reviewed. This report is a summary of their 
experience. 

CLINICAL MATERIAL 

The 28 patients studied were divided, according to 
prognosis, into two groups of 14 each. Group A con- 
sisted of patients who might be expected to have a good 
prognosis, provided the hemorrhagic diathesis could 
be temporarily controlled. Ten patients in group A had 
idiopathic thrombocytopenic purpura, and four had 
thrombocytopenia secondary to severe but transient de- 
pression of the bone marrow, in which the number of 
megakaryocytes was usually normal or increased. Bone 
marrow depression in the latter four patients was caused 
by lipid histiocytosis of the kerasin type (Gaucher's dis- 
ease) in one, septicemia in one, sulfisoxazole * in one, 
and triethylene melamine in one. Group B comprised 
patients in whom the ultimate prognosis was poor. Nine 
had aplastic anemia, three had acute leukemia, one had 
chronic granulocytic leukemia, and one had metastatic 
cancinoma involving the bone marrow, in these patients, 
the megakaryocytes were usually decreased in number 


or almost absent. The ages of the patients ranged from | 


2 to 69 years and were fairly evenly distributed through- 
out the seven decades. 

Clinical evidence of bleeding was present in each pa- 
tient at the time of the first platelet transfusion, despite 
attempts at control in many instances. Bleeding tended 
to be less severe in and therapy was less often given to 
patients of group A than to those of group B, as shown 
in the following tabulation: 


Degree of bleeding Group A Group B 


6 lw 
Therapy 
Corticotropin or cortisome.......... 3 4 
Corticotropin or cortisone plus fresh blood..... 5 . 


From the Laboratory for Experimental Cytology, Lenox Hill Hospital. 

This work was supported in part by erants from the New York City 
Cancer Committee, the Hematology Research Foundation, Chicago, and 
the Women’s Council for Blood Research, Chicago. 
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RESULTS 

Effect on Hemostasis.—Platelet transfusions were 
given to prevent or control bleeding in 10 patients in 
group A and 13 patients in group B and to assist hemos- 
tasis at surgery in 4 patients in group A and | patient in 
group B. The desired effect was achieved either partially 
or completely in most patients in both groups, as shown 
in the following tabulation: 


Pe tial hemostasi« ....... 3 4 


Thus, there were 17 patients who were not surgically 
treated and in whom a hemostatic effect occurred; the 
duration of this effect, as shown in the following tabula- 
tion, was usually greater in group A than in group B 


patients: 
Group A Group B 


More than one platelet transfusion was given to 14 of 
the 28 patients. Transfusions were repeated less often 
in group A patients than in group B patients, and the 
time interval between transfusions tended to be greater 
in group A patients, as the following tabulation shows: 


Number of transfusions Group A Group B 
Two 


3 5 
1 0 
1 1 
0 2 
1 

Interval between transfusions 

2 days 2 Ww 


The hemostatic effectiveness of later transfusions as 
compared with that of the first appeared to be less in pa- 
tients of group B than in those of group A. Group B in- 
cluded two patients in whom no effect was evident after 
either the initial or subsequent transfusions. The degree 
of hemostasis after repeated transfusions was con- 
sidered less than after the first transfusion in one group 
A and five group B patients, the same in two group A 
and two group B patients, and greater in one group A 
patient; whether there was a change was not determined 
in one group A patient. 

Use in Surgery.—A platelet transfusion was used 
prophylactically as a preoperative measure in nine pa- 
tients. In five it was the only transfusion given, and in 
four severe bleeding had first been controlled by pre- 
vious platelet therapy. Seven patients had splenectomy, 
one had nephrectomy, and one had hysterectomy. In all 
except one these transfusions were completely effective; 
at no time did the bleeding at operation cause the sur- 
geon any concern. Platelet transfusion was ineffective in 
the patient in whom hysterectomy was done; she had 
chronic granulocytic leukemia and was in a terminal 
state. A spleen weighing 3,500 gm. was removed from 
the patient with Gaucher's disease; the procedure was 
described as “dry” and uneventful. 

Transfusion Reactions.—Transfusion reactions oc- 
curred in six patients, three of each group. They ranged 
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in severity from mild fever on the day after the transfu- 
sion was given to chilly sensations and a feeling of con- 
striction in the head, chest, or low back shortly after the 
start of the transfusion, followed by a shaking chill and 
high fever. Only one patient had had a previous platelet 
transfusion, and two others had a history of reactions to 
previous blood transfusions; all three had a history of 
allergic manifestations. In the three other patients, none 
of these possible causes was operative; in one the trans- 
fusion was interrupted for a few minutes at the on- 
set of the reaction and then was given more slowly, 
without further untoward effect. Platelet transfusions 
achieved their purpose completely in two of the six pa- 
tients in whom there were reactions and partially in a 
third patient. In none of the 14 patients who died within 
two weeks after a platelet transfusion was the trans- 
fusion considered to be a contributing cause. Autopsy 
was performed on five, and no evidence of thrombosis 
or embolism was found. 

Discontinuation of Transfusions.—Platelet transfu- 
sions usually were discontinued in patients of group A 
when a spontaneous or postsplenectomy remission oc- 
curred. One of the two deaths in this group occurred 
in a 2-year-old child as the result of fulminating septi- 
cemia, and the other resulted from a cerebral vascular 
accident that occurred 12 hours before platelets were 
given. In group B, most of the patients were in a terminal 
state, and the outlook was too grave in some cases to 
justify further transfusions; oftener, death supervened, 
despite improvement in the bleeding tendency. The fol- 
lowing tabulat'on shows the reason for discontinuation 
of platelet administration in both groups: 


Group A Group B 


Purpose accomplished ......... ‘4 
Purpose accomplished, but prognosis poor...... 0 4 
GORD 7 0 
Patient died ........... 7 
Transfusion reaction oceurred....... semua 1 1 


Evaluation.—The over-all onion of the effective- 
ness of trarsfusions of platelet concentrates, summar- 
ized in the tabulation below, indicates that they were 
frequently effective in both groups but were effective 
oftener in group A. 


Group A Group B 


2 4 
Beneficial ...... 6 
Without effect o 4 
Somewhat harmful (transfusion seacti 1 1 


COMMENT 

The patient with thrombocytopenia is threatened with 
death from possible internal hemorrhage. At any time, 
bleeding may become either so generalized or so sudden 
and massive as to preclude adequate replacement of 
blood, or a fatal cerebral vascular accident may occur. 
The potential danger varies with the severity of the 
bleeding and with the likelihood that it will cease spon- 
taneously; these, in turn, depend on the pathogenetic 
mechanism responsible. 

When critical bleeding is present or incipient, its 
prompt control is indicated. It is logical to attempt 
platelet replacement therapy in thrombocytopenia. Large 
numbers of platelets may be transfused by the use of 
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platelet-rich polycythemic blood, fresh blood at frequent 
intervals, or platelet concentrates derived from several 
pints of normal blood. Improvement in hemorrhagic 
manifestations usually follows the transfusion of poly- 
cythemic blood *; such blood may not, however, be 
available when needed, and some physicians hesitate to 
use it. Fresh blood may have a hemostatic effect *; how- 
ever, its use in large volume is limited by the functional 
capacity of a heart possibly already weakened by myo- 
cardial hemorrhages; in some instances, even the direct 
transfusion of 1,500 ml. of fresh blood is of little benefit.” 
Transfusion of platelets separated from normal blood 
and concentrated in a small volume of physiological fluid 
provides an alternative method for producing hemo- 
stasis.” 

The composite experience reported here indicates that 
platelet concentrates are useful in the symptomatic con- 
trol of thrombocytopenic purpura, regardless of the 
underlying cause. They have been of most value in cases 
in which critical bleeding was present or its occurrence 
was threatened but the ultimate prognosis was good. 
They have been used as supportive treatment for patients 
with severe but temporary depression of bone marrow 
function, and their use has permitted safe splenectomy 
in patients with idiopathic thrombocytopenic purpura 
with severe bleeding. In cases in which the marrow was 
aplastic or extensively invaded by leukemic cells, how- 
ever, the usefulness of these transfusions has been 
limited by the necessity of giving several each week. 
Repeated transfusions have succeeded in prolonging life, 
but large supplies of blood have been required, and there 
has often been a progressive decrease in hemostatic effec- 
tiveness, presumably because of the development of 
antibodies to the transfused platelets." Transfusion re- 
actions occasionally have been encountered; the possi- 
bility of such a reaction does not seem to justify with- 
holding platelet transfusion therapy when it is indicated. 

The mechanism by which transfused platelets exert 
a hemostatic effect is unknown. It has been observed that 
large numbers of transfused platelets disappear promptly 
from the circulation; the improvement in the bleeding 
tendency generally persists, however, for many hours to 
several days after the platelet count has returned to its 
pretransfusion level.” This would suggest that the vas- 
cular defect that causes the clinical manifestations of 
purpura must be corrected, temporarily, either by intact 
platelets withdrawn from the circulation or by products 
elaborated by them or resulting from their disintegration. 
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Blood 7: $3, 1952. 

4. Duke, W. W.: Relation of Blood Platelets to Hemorrhagic Disease, 
J. A. M. A. 33: 1185 (Oct. 1) 1910. 

5S. Lawrence, J. S.; Valentine, W. N., and Adams, W. S.: Thrombo- 
cytopencc Purpura: Failure of Direct Blood Transfusion to Raise Platelet 
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SUMMARY 

Clinical experience with 57 transfusions of platelet 
concentrates in 28 patients with thrombocytopenic pur- 
pura is reviewed. These concentrates were prepared from 
normal blood and were given to control active bleeding 
or to assist hemostasis at surgery. Their use usually was 
followed by a beneficial effect, which generally lasted 
from one to several days. Platelet transfusions were most 
useful in cases of idiopathic thrombocytopenic purpura 
as a prophylactic measure prior to splenectomy and as 
supportive therapy in cases of thrombocytopenia second- 
ary to severe but transient depression of the bone 
marrow. 


Park and Lexington Ave. 76th to 77th St. (21) (Dr. Minor). 


TRAUMATIC AUTOPLASTIC IMPLANTS OF 
SPLENIC TISSUE 


C. Hartley Berry, M.D. 
and 


George L. Erdman, M.D., Summit, N. J. 


Occasional reports have appeared over the last 40 or 
50 years describing multiple, purplish-red nodules of 
varying size scattered throughout the abdominal cavity 
in persons who almost invariably had a history of splenic 
trauma requiring splenectomy. These nodules grossly re- 
sembled splenules and were found, on microscopic ex- 
amination, to be composed of splenic tissue. Since 1939, 
when Buchbinder and Lipkoff ' first suggested its use, 
the term “splenosis” has been employed to refer to this 
condition and to imply that the nodules are implants of 
spienic fragments. 

There has never been any real doubt that these nod- 
ules are splenic tissue, but their pathogenesis has not 
been entirely settled. Some of the earlier investigators 
held that these spleen-like nodules developed after sple- 
nectomy as compensatory enlargements of persistent 
splenic anlagen of phylogenetic origin, since certain of 
the lower animals normally have splenic tissue distributed 
throughout the intestine instead of having a single organ. 
Others suggested the possibility of a compensatory hyper- 
plasia of accessory spleens. 

This theory of compensatory hypertrophy is partially 
discounted by the fact that autoplastic transplants of 
spleen readily survive in various experimental animals. 


From the departments of surgery and pathology, Overlook Hospital. 
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Kreuter * and later, Putschar* both demonstrated the 
ease with which fragments of splenic pulp become en- 
grafted when seeded into the peritoneal cavity of an ani- 
mal. Jarcho and Andersen,‘ while conceding that further 
studies of splenosis are necessary, state: “Even now it is 
scarcely possible to avoid the conclusion that the intra- 
peritoneal nodules found after splenectomy in cases of 
splenic rupture are due to the scattering of particles of 
pulp throughout the peritoneal cavity.” We accept this 
as a reasonable conclusion. 


In view of the relative frequency with which trau- 
matic rupture of the spleen occurs, it is strange that sple- 
nosis is so rarely encountered. Waugh,* reporting a case 
in 1946, reviewed the European and American literature 
and found only 16 cases with previous history of splenic 
trauma. To these can be added one reported by Bunch 
and Spivey * in 1946. In 1947, Stobie * published the first 
report of splenosis following splenectomy for nontrau- 
matic reasons (thrombopenic purpura). Splenosis was 
discovered at a second operation following the return of 
purpuric manifestations after a period of remission. Al- 
though there was no antecedent history of trauma in this 
case, there was probable spillage of splenic pulp at the 
time of the splenectomy, since the report concluded with 
an admonition that rupture of the spleen be avoided dur- 
ing the performing of splenectomies. In 1950 Sampaio * 
reported another case of splenosis folowing traumatic 
rupture. Since the number of reported cases is extremely 
small, it seems worth while to report an additional case of 
splenosis with the hope that others will be stimulated to 
report similar cases. In this way a more accurate estimate 
of the actual incidence of splenosis may be obtained. 


REPORT OF A CASE 


In March, 1949, a 12-year-old white boy was subjected to a 
splenectomy because of a traumatic rupture of the spleen. 
Convalescence was uneventful. Approximately one year later 
an appendectomy was performed. Nothing unusual was noted 
in the area of the peritoneal cavity exposed by the laparotomy. 
The pathological diagnosis at that time was lymphoid hyper- 
plasia of the appendix. In March, 1951, almost two years after 
the splenectomy, a third laparotomy was necessary for the 
relief of symptoms of obstruction in the gastrointestinal tract. 
The onset of symptoms at first suggested a mild upper respira- 
tory infection such as was prevalent in the community at the 
time; but when the patient was examined by one of us, the 
clinical findings were those of partial bowel obstruction. The 
child was admitted to the hospital for study and definitive care. 
Roentgenograms revealed evidence of intestinal obstruction in 
the distal jejunum or proximal ileum. The exact nature of the 
lesion was not apparent from the roentgenograms, but, from 
the history of the case, it seemed most probable that post- 
operative adhesions were causing the obstructive symptoms. At 
operation, as was expected, an adhesive band causing partial 
obstruction was found. This band, which was approximately § 
cm. long, was attached to the antemesenteric border of the 
jejunum 12.5 cm. below the ligament of Treitz and reached 
to a more distal segment of the jejunum, where it was ad- 
herent to the mesenteric border. Loosely caught between this 
band and the jejunum was a loop of proximal ileum. The 
serosal surface was engorged, indicating some circulatory em- 
barrassment, but on resection of the band the bowel quickly 
regained its normal color. In addition to the band, a number 
of small, purplish-red nodules were noted. The largest nodule, 
about 5 mm. in diameter, was adhered to and partly incorpo- 
rated in the upper end of the obstructing band. Smaller nodules 
scattered in the same general area were attached to the serosa 
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of adjacent loops of bowel, to the mesentery, and to the 
omentum. Several of the larger nodes were excised for micro- 
scopic sections. When the nodules were seen at operation, it 
did not occur to us that they were splenic implants; it was 
only after microscopic examination that these lesions were 
identified. After operation the patient recovered rapidly and has 
remained well. 


COMMENT 

There are no specific symptoms in splenosis. The 
diagnosis of the condition appears never to have been 
made preoperatively; the usual diagnosis is chronic ap- 
pendicitis or intestinal adhesions. Splenosis, per se, is of 
no great pathological importance except in hematological 
conditions requiring complete removal of splenic tissue. 
Adhesions resulting from the original trauma or from 
subsequent surgery are the chief concern, as seen in this 
case of partial bowel obstruction. It does seem, however, 
that a tentative diagnosis of splenosis with adhesions 
could be made in patients who have previously under- 
gone splenectomy and who present vague abdominal 
symptoms at a subsequent time. At least, the surgeon 
should be able to recognize the condition when it is found 
at operation, which we failed to do. In a woman, splenosis 
could be mistaken grossly for endometriosis, but the clin- 
ical history and the rhythmical exacerbation of symp- 
toms in the latter condition would be determining factors 
in a differential diagnosis. 

In traumatic cases in which splenectomy is required, a 
knowledge of the probable pathogenesis of splenosis 
should suggest to the surgeon a thorough search for and 
removal of even the smallest fragments of splenic pulp. 
As far as is possible, all free blood, which may contain 
splenic pulp cells, should be sponged from the peritoneal 
cavity. 


129 Summit Ave. (Dr. Berry). 


Accidents—The Preschool Child's Greatest Hazard.— Accidents 
constitute the greatest single threat to the lives of children 
1 to 4 years of age. About 5,500 deaths, or one quarter of 
the total that occur annually among preschool children result 
from mishaps of one kind or another. . . . Although the 
relative importance of accidents in the total mortality picture 
increases during the early years of life, the death rate from 
accidental injury actually decreases from age 1 through 4. 
This simply means that during the preschool ages the chances 
of death from accidental injury decrease less rapidly than the 
chances of death from disease. . . . About two fifths of the 
deaths from the various types of accidents among insured 
preschool children in the United States occur in the home. 

. It is apparent, therefore, that the success of the safety 
program for youngsters will depend in large measure on the 
effort that parents make to reduce the hazards in the home 
and keep constant watch over young children. The physician, 
and particularly the pediatrician, also has an important role 
to play in the child safety program. As a family counselor he 
has the opportunity and the responsibility to advise on ac- 
cident prevention. The physician is familiar with the child's 
growth and development, and can therefore enlighten parents 
on hazards against which reasonable precautions should be 
taken at various stages of development. A program of safety 
education begun in the preschool years by an interested physi- 
cian and reeeptive parents can be the foundation for safe 
practices which may last throughout life -—Accidents—The 
Preschool Child's Greatest Hazard, Statistical Bulletin, Metro- 
politan Life Insurance Company, May, 1953. 
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MANAGEMENT OF GASTROINTESTINAL 
HEMORRHAGE OF UNDETERMINED ORIGIN 


VALUE OF IMMEDIATE EXPLORA 
LAPAROTOMY DURING ACTIVE 


H. L. Bockus, M.D. 

L. K. Ferguson, M.D. 

C. Thompson, M.D. 

and 

J. L. A. Roth, M.D., Philadelphia 


This case is reported to illustrate a principle that has 
proved of value in the management of massive hemor- 
rhage from the gastrointestinal tract in cases in which 
the cause of bleeding cannot be discovered by exhaustive 
studies. In such instances, we believe that exploratory 
laparotomy should be looked on as a diagnostic pro- 
cedure, but, to discover the bleeding site, the operation 
must be performed during the episode of active bleeding. 
The frequency with which the origin of manifest gastro- 
intestinal hemorrhage is not revealed by meticulous and 
comprehensive studies varies considerably in reported 
series (from 2 to 30% ). The explanation for this may lie 
in one or more of the following factors: (1) an inaccurate 
or incomplete history; (2) overlooking a significant 
physical finding; (3) incomplete or inaccurate laboratory 
observations on liver function, blood dyscrasias, and 
bleeding mechanisms; (4) inadequately performed 
roentgen studies of the gastrointestinal tract, e. g., failure 
to carefully study the lower esophagus, lack of utilization 
of special techniques for the demonstration of hiatus 
hernia, lack of use of compression films and special pro- 
jections in the study of the stomach or duodenum, 
presence of nonopaque residue or blood in an ulcer 
crater, inadequate study of the mesenteric small intestine 
without resort to compression, or improper preparation 
of the colon for barium enema or failure to obtain post- 
evacuation or double contrast films; (5) failure to con- 
sider unusual causes of hemorrhage and failure to direct 
investigation along the lines necessary to disclose such 
causes; (6) failure to employ “early” roentgen study, 
gastroscopy, or esophagoscopy in selected cases of recur- 
rent bleeding (the “early” use of the Einhorn string test 
may help in determining whether the level of bleeding is 
between the esophagus and the ligament of Treitz). 

When the bleeding is characterized by hematemesis, 
the bleeding point may be fairly well localized to the 
upper gastrointestinal tract between the esophagus and 
upper jejunum. The bleeding that appears only as melena 
(tarry or red stool) is more difficult to localize, since it 
may arise from a lesion anywhere from the esophagus 
to the rectum. One may attempt to judge the level of the 
bleeding point by the color of the blood in the stool, but 
the color change from bright red to dark cherry red to 
black varies not only with the level of the bleeding point 
but also with the rapidity of bleeding and the speed of 
intestinal transport. Hence, stool color is not always a 
reliable guide and may be misleading. 


From the departments of gastroenterology (Drs. Bockus and Roth) and 
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Despite the use of great care in performing compre- 
hensive studies, there are a number of patients (about 
10 to 15% ) in whom no cause for hemorrhage can be 
found. In such instances, we believe that exploratory 
laparotomy should be looked on as a diagnostic pro- 
cedure. The more frequently abdominal exploration is 
employed, the more likely is it that superficial ulceration 
or erosive gastritis, small bowel tumors, or unusual 
vascular or other rare lesions will be encountered, thus 
reducing the incidence of undetermined causes. 

The bleeding may stop during the period taken up by 
the study of the patient, or frequently the patient is first 
seen during a free interval. Operation at this time, with- 
out a definitive diagnosis, often results in an unproductive 
exploration. Even with careful inspection and palpation 
of every inch of small and large intestine, nothing may 
be found, and there is nothing to guide the surgeon to 
the site of the lesion. If bleeding has stopped, and the 
cause has not been discovered, it is advisable that ex- 
ploration be deferred, because an unfruitful exploration 
often makes a subsequent procedure more difficult. In 
selected patients in whom available objective studies 
have failed to disclose the cause of bleeding, it has been 
found more productive to do an exploration as soon as 
possible after a recurrence of bleeding becomes manifest 
and the patient has been brought out of shock and the 
blood volume replaced by immediate transfusion. Ex- 
ploration should be accomplished during active bleeding, 
without the delay of repeated studies. The appearance 
of the upper level of blood in the intestinal tract may 
mark the site of the bleeding. A delay of only a few hours 
may result in a loss of this advantage, since the bleeding 
may temporarily stop, and peristalsis may rapidly clear 
the intestine of its blood content. To fulfill the rigid 
criteria for management of such cases, the patient is ad- 
vised to come to the hospital immediately, with the first 
sign of blood loss. The surgical service should have a 
record of the possible admission of such a patient‘in order 
that preparation for immediate operation may be insti- 
tuted at once. The following case report is illustrative of 
such an experience. 


REPORT OF A CASE 


A. L., a 75-year-old retired i was admitted to 
the Graduate Hospital on May 5, 1951, for the study of recur- 
rent episodes of rectal bleeding and melena. Bright red, blood- 
streaked, formed stools were passed periodically for one year 
prior to November, 1949. At that time, he began to have 
severe rectal bleeding, with the passage of several tablespoons- 
ful of bright red blood and momentary loss of consciousness. 
He was hospitalized elsewhere and required a single trans- 
fusion of whole blood. For three or four days thereafter, he 
passed tarry stools. The sequence of bright red rectal bleeding 
followed by melena was repeated in August, 1950, February, 
1951, March, 1951, and in carly April, 1951. In the interval 
between these severer bleeding episodes, the stools were normal 
in character and consistency, except for streaking of bright red 
blood occasionally, attributed to ids. Constipation 
with the passage of scybalous stools and increased necessity 


botborygmi for several hours as a forewarning of the impend- 
ing rectal hemorrhages. He denied having abdominal pain of 
any kind, rectal tenesmus, or abdominal distension with any 

intake adequate. Vigor had been maintained, and the patient 
felt well between the episodes of bleeding. He estimated he had 
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had a gradual weight loss of 8 Ib. (3.6 kg.) during the 18 
months following his first . Other bleeding ten- 
dencies were denied, and the family history was negative for 
blood dyscrasias. A systemic review was noncontributory. 
The patient had been hospitalized again in February, 1951, 
and required five blood transfusions (2,500 cc.) to restore the 
red cell count to normal. The hemorrhage in March, 1951, 
was associated for the first time with nausea but not with 
vomiting or hematemesis. During the various hospital ad- 
missions elsewhere, the patient was studied repeatedly by 
barium enema and barium meal studies, sigmoidoscopy, and 
laboratory studies for bleeding dyscrasias, but no cause for 
bleeding was discovered. After an inconclusive exhaustive in- 
vestigation in March, 1951, during a quiescent interval when 


The episode of rectal bleeding that culminated in the 
patient's transfer to the Graduate Hospital began on April 25, 
1951, and was different from previous attacks in that melena 
persisted longer (8 days). Four blood transfusions were ad- 
ministered at another institution prior to the transfer. 

The patient appeared younger than his stated age; he was 
undernourished and of asthenic habitus. The skin was clear 
except for scattered senile keratoses; no significant accessible 
lymphadenopathy was encountered. There were no petechiac 
or ecchymoses, and the mucous membranes revealed no evi- 
dence of avitaminoses. Chest expansion and excursion were 
of good amplitude and equal bilaterally, and the lungs were 
clear to percussion and auscultation. The heart was not en- 
larged to percussion; a grade 2 systolic murmur was audible. 
Blood pressure was 114/60 mm. Hg and the pulse rate 88 
beats per minute, with a regular sinus rhythm. The abdomen 
was scaphoid in contour, and the scar from the previous 
laparotomy was well healed. There was no abdominal disten- 
tion, and the bowel sounds were of normal quality and 
frequency. The liver, kidneys, and spleen were not palpable. 
Rectal examination disclosed external hemorrhoidal tags, and 
the prostate was firm, symmetrical, and smooth and only 
slightly enlarged. No Blumer's shelf was encountered, and the 
ampulla was full of soft brown feces, which were 44+ for occult 
blood (Gregersen). Results of sigmoidoscopy were normal. The 
initial red blood cell count was 3,770,000 per cubic millimeter, 
with 9.5 gm. of hemoglobin per 100 cc.; the white blood cell 
count was 5,600 per cubic millimeter, with a normal differen- 
tial count; the platelet count was $40,000 per cubic millimeter; 
the coagulation time was 2 minutes, the bleeding time 3 
minutes, and the prothrombin time 17 seconds (85%). Results 
of liver flocculation tests were normal; the serum bilirubin level 
was 0.2 mg. per 100 cc., and sulfobromophthalein (Bromsulph- 
alein) sodium retention was 0.8% (5 mg. per kilogram of body 
weight in 45 minutes). Results of routine urinalysis were 
essentially normal; the urine had a specific gravity of 1.014. 
The stools were dark brown in color and gave a 44 reaction 
for occult blood for cight days following admission. A Rumpel- 
Leede capillary fragility test revealed 17 petechiae in the ante- 
cubital space (2.5 cm. circular area). X-ray studies after a 
barium enema showed several small diverticula in the proxi- 
mal sigmoid colon but otherwise revealed no abnormality. A 
satisfactory mucosal pattern was obtained, especially in the 
cecum and ascending colon. The barium meal study revealed 
a small sliding hiatal hernia but no evidence of peptic ulcer 
disease, tumor, or Meckel’s diverticulum. The mesenteric small 
intestine appeared normal. At a time when there was no longer 
evidence of bleeding into the gastrointestinal tract, an Einhorn 
String test was negative. 

The failure of these and previous studies elsewhere to dis- 
close the site of gastrointestinal bleeding was discussed with 
the patient, and the recommendation was made that, if bieed- 
ing should recur, he be hospitalized immediately, given trans- 
fusions to replace blood loss, and, without further study, be 
subjected to exploratory during active 
He was discharged on a bland, low residue diet, with prune 
juice to aid bowel movement. One week following discharge 
from the hospital, on May 27, 1951, he had a recurrence of 
rectal bleeding several minutes after passing a normal stool. 
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laparotomy had been performed, but the site of previous 
hemorrhages was not revealed. 
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several days. The patient was conscious of gascousness and 


The second bowel movement consisted of bright red blood and 
dark blood clots. He was hospitalized immediately, according 
to previous arrangements. On admission, examination revealed 
no additional findings, except for the presence of dark red, 
bloody material in the rectum. Vital signs were essentially 
unchanged. 

The patient was taken immediately to the operating room, 
where one of us (L. K. F.) explored the abdomen to search 
for the bleeding site. The peritoneal cavity, which had been 
opened previously, showed the presence of multiple adhesions, 
and the small bowel loops were adherent to each other. It was 
necessary to free the entire mesenteric small bowel from ad- 
hesions to exclude the presence of a lesion. The stomach and 
duodenum appeared normal, and no lesion could be palpated. 
The appearance of the small intestine and colon presented a 
striking contrast because of a bluish discoloration extending 
from the cecum down to the rectum, attributed to blood within 
the lumen of the colon. A similar but less definite discoloration 
was noted in the most terminal segment of the ileum. 

The distal ileum was opened to determine whether blood 
was coming from above or from the terminal ileum. By aspira- 
tion proximally, normal, bile-colored fluid coming down from 
above was whereas when the aspirator was inserted 
distally some blood was obtained. No lesion could be palpated 
on insertion of a finger into the terminal ileum. The cecum 
was opened, and a considerable amount of old blood was 
encountered, which was aspirated. The cecum was turned 
inside out for a close inspection. The ileocecal valve appeared 
normal, and no bleeding point was visualized. In the cecum 
there was a dark red, rosebud-like lesion, measuring 3 mm. 
in diameter, resembling an hemangioma with a white fleck in 
the center. Vigorous pulsatile bleeding occurred after the lesion 
was wiped with a sponge. Two pulsating vessels were present 
at this area. About 3 cm. away, along the ascending colon, 
were two similar lesions, and two small pedunculated, non- 
bleeding polyps (2 and 4 mm.) were found in the hepatic 
flexure area. A right hemicolectomy was performed with ileo- 
transverse colostomy, using an end-to-end anastomosis. 

The surgical specimen revealed a small, dark red lesion in 
the cecum, having the appearance of a “blood blister” and 
measuring 2 mm. in diameter. Two lesions similar in size and 
appearance were present in the ascending colon, as well as 
two small pedunculated polyps, measuring 2 to 4 mm. in 
diameter. Histologically, the latter were benign adenomatous 
polyps. Microscopic section of the hemorrhagic lesions revealed 
a minute hematoma covered by hemorrhagic mucosa, the 
extravasation of blood being limited to the submucosa. Mul- 
tiple sections failed to conclusively demonstrate a hemangioma 
or arteriovenous aneurysm, and the lesion was interpreted as 
submucous telangiectasia. Nineteen months have elapsed since 
the operation was performed. There have been no further 
bleeding episodes. 

COMMENT AND CONCLUSIONS 

It is inconceivable that any type of diagnostic study 
would disclose a lesion of the type in this case. Careful 
exploration of the entire alimentary tract had been per- 
formed by a capable surgeon previously but at a time 
when hemorrhage was not occurring. A guide to the 
possible site of bleeding was afforded at the time of our 
exploration by visualization of the upper limit of dis- 
coloration of the bowel by bloody content. Nothing could 
be palpated. It was only when the cecal area was turned 
inside out that the small “spurter” was seen. Performance 
of an operation during a bleeding episode is no longer 
attended by great hazard. When all diagnostic aids have 
failed to disclose the cause of massive bleeding episodes, 
operation during the course of the next episode of mas- 
sive bleeding should be considered as the procedure of 
choice. 

19th and Lombard St. (46) (Dr. Roth). 
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TECHNICAL MODIFICATION OF ROUTINE 
CHEST RADIOGRAPHS 


Robert W. Currie, M.D., Marion, Ind. 


The average roentgen image of the thorax does not 
completely fill a 14 by 17 in. radiograph. Approximately 
4 in. of the film is noninforming in the subdiaphragmatic 
and superclavicular areas. Many European radiologists 
use 14 by 14 in. radiographs for chest work. I have copied 
their technique, but use a standard 14 by 17 in. film and 
cassette instead. Survey sagittal chest radiographs have 
three important blind spots: the posterior subdiaphrag- 
matic area, the retrocardiac area, and the apical areas 
hidden by the clavicles and first ribs. Lateral radiographs 
of the chest will visualize the first two, but it takes a 
lordotic view to adequately visualize the apical lung 
fields in certain body builds. 

Study of lordotic radiographs of the chest show that 
their value is confined mostly to the upper one-fifth of 
the thoracic cage, and that below this the overlap of lung 
markings obscure radiographic detail. By the use of sheet 


lead shielding and special attention to patient position- 
ing, both the conventional sagittal radiograph and the 
apical lordotic view can be obtained on the same 14 by 
17 in. radiograph. The marginal 3 or 4 in. not utilized by 
the thoracic shadow is sufficient to record the apical lor- 
dotic image (see A of the figure). A piece of masking lead is 
cut to fit the front of the cassette holder so that the lower 
4 in. of the radiograph is not exposed. With this lead in 
place the conventional sagittal radiograph is taken. The 
cassette is then turned end for end (or upside down), 
and a larger piece of masking lead to cover the initially 
exposed film area (14 by 13 in.) is placed in the front 
of the cassette holder. The patient is then placed for the 
lordotic view in the anterior posterior position with the 
dorsal spine hyperextended, the shoulders rolled for- 
ward, and the feet about 12 to 18 in. away from the base 
of the cassette holder.’ If the line formed by the superior 
margin of the clavicle is on a level with the upper film 
margin, the positioning is usually satisfactory. 


1. Sante, L.: Manual of Roentgenological Technique, ed. 13, Ann 
Arbor, Mich., Edwards Brothers, Inc., 1946, pp. 191 and 192. 
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Radiographs of the chest, utilizing sheet lead shielding and careful 
Patient positioning. A, image showing both the conventional sagittal and 
the apical lordotic view. B, image showing an apical parenchymal density 
not usually visible. 
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Close scrutiny of a large number of sagittal chest radio- 
graphs emphasizes that focal pathology can be obscured 
by the bony overlap of clavicle and first rib. Patton and 
Badger * call the lordotic view a refinement of radio- 
logical technique and nicely demonstrate its value in 
their discussion of pulmonary tuberculosis. The figure 
(B) also demonstrates an apical parenchymal density 
not visible in the routine sagittal position. Certainly the 
added time and effort needed to routinely record the 
apical lordotic view is justified to eliminate this blind spot 
on survey chest radiographs. 


2. Patton, W. E., and Badger, T. L.: Symposium on Specific Methods 
of Treatment: The Modern Treatment of Pulmonary Tuberculosis, M. 
Clin. North America 36: 1253 (Sept.) 1952. 


EASY REMOVAL OF SKIN SUTURES 


Mandel Weinstein, M.D. 
and 
Morton Roberts, M.D., Jackson Heights, N. Y. 


The removal of skin sutures may be as much of an 
ordeal for the physician as for the patient. In this modern 
era of almost unbelievable surgical techniques and skills, 
one still hears a lay person remark that “the removal of 
my sutures was a more painful experience than the opera- 
tion itself.” We wish to describe a “suture lift” that will 
facilitate the removal of skin sutures. This “suture lift” 
consists of a separate piece of nonabsorbable surgical 
suture threated under all of the stitches after their inser- 
tion and fixed to some of them. Traction upward on one 
end of this thread permits easy visualization of all the 
skin sutures for incision and extraction. 

The removal of ordinary over-and-over interrupted or 
continuous skin sutures presents no serious problem since 
each loop is usually exposed enough to be cut with the 
tips of scissors. Difficulty is encountered, however, in re- 
moving such sutures if they incorporate very small bites 
of skin or are made of extremely fine material. As the 
more popular method of skin approximation is the Stew- 
art or vertical mattress suture, the “suture lift” has been 
devised to remove that type. This method of wound 
closure is considered more effective because it allows 
more precise approximation of the skin edges, a securer 
closure, the elimination of underlying dead space, and a 
better cosmetic result. A properly inserted Stewart suture 
is made with a spear-pointed needle and consists of two 
parts. First, the operator stitches the skin edges intra- 
dermally as close to the incision as possible. Then, by re- 
versing the direction of the needle and by moving a dis- 
tance from the wound edges, the needle is passed through 
the skin and subcutaneous tissues of both sides. Finally, 
the ends of the suture are tied, resulting in a loop on one 
side of the wound and a knot on the other. 

The method usually advised for removing Stewart 
sutures is to insert a scissors blade under the loop, cut the 
suture, and remove it by pulling the knot or free ends on 
the knot side of the incision. The normal healing proces- 
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ses of operative wounds, however, often make this proce- 
dure very difficult. Postoperative edema and swelling 
may cause the suture to be so depressed and buried in the 
skin that delivering it for severance may be almost im- 
possible. If very small sutures are fashioned or if the 
suture material is very fine, the procedure may be ex- 
tremely difficult and very painful. Should the incision be 
placed between skin folds or crease lines, as in saphenous 
vein ligations in the subinguinal region, the difficulties 
that may be encountered are obvious. As a matter of fact, 
the idea of a “suture lift” was first conceived when an at- 
tempt was being made to remove almost completely 
buried nonabsorbable sutures from an obese woman who 
had had an inguinal incision for a varicose vein operation. 

The “suture lift” is applied in the following manner. 
After all the Stewart sutures have been inserted, a small, 
curved round needle is threaded with 3-0 nonabsorbable 
surgical suture and passed around the loop of the first 
stitch and the thread tied. The free end is cut approxi- 
mately 2 in. (5.08 cm.) long. The thread is then passed 
under the loop oi the second stitch and around the loop 
of the third stitch. This procedure is repeated so that 
every other stitch is fixed to the “suture lift” by an extra 
turn of the thread, as indicated (see figure). The proce- 
dure is terminated by locking the thread to the last suture; 
thus, it is fixed at both ends. 


>, 
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>) 
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A, appearance of the wound with the usual Stewart sutures in place; 
B. insertion of the “suture lift’; C, cutting of the loops of the sutures 
made casy by upward traction on the “suture lift"; and D, removal of 
cut sutures. 


After a week, removal of the Stewart sutures is easily 
accomplished by grasping one end of the “suture lift,” 
maintaining steady traction away from the skin surfaces, 
and cutting each loop as it is lifted out of its bed. Loops 
of fine thread that have become deeply buried in the skin 
may be raised easily and cut. After cutting all the loops, 
it is a simple matter to remove the sutures quickly by 
pulling the knotted ends on the opposite side of the in- 
cision. The appreciation expressed by the patient for the 
quick and relatively painless removal of the sutures will 
more than repay the surgeon for the additional minute 
or two consumed in the insertion of the “suture lift.” 


75-17 41st Ave. (Dr. Weinstein). 
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COUNCIL ON PHARMACY 
AND CHEMISTRY 


REPORT TO THE COUNCIL 


The Council has authorized publication of the following 
report from the Committee on Pesticides. 
R. T. Stormont, M.D., Secretary. 


Initial reports of success in the control of flying insects in 
enclosed spaces led to the introduction of a multitude of 
electric and other types of devices employing heat for the re- 
lease of insecticides into the atmosphere of homes and other 
places of human occupancy. Although many of them were 
poorly constructed, they were promoted for nearly every con- 
ceivable domestic insect control problem. Medical concern for 
the safety of these contrivances, especially for home use, 
prompted the Committee on Pesticides to publish a report, 
“The Health Hazards of Electric Vaporizing Devices for In- 
secticides” (J. A. M. A. 149:367 [May 24] 1952). The Com- 
mittee’s report furnished a compelling argument for the need 
of caution and control in the use of vaporizing equipment. 
Since the publication of this statement, new devices and new 
regulations have appeared and new cases of injury have been 
reported. The Committee feels that these and other changes 
that have occurred warrant a supplementary report on the 
health problems of this type of insect control. 

Bernard E. Coney, Secretary 
Committee on Pesticides. 


HEALTH PROBLEMS OF VAPORIZING 
AND FUMIGATING DEVICES 

FOR INSECTICIDES 

A SUPPLEMENTARY REPORT 

Dispensing insecticides into the atmosphere of buildings 
and other enclosed spaces principally for the control of fly- 
ing insects is being exploited in a variety of ways. Among 
the methods being critically examined for their health hazards 
are those concerned with heating, igniting, or otherwise evolv- 
ing vapors or fumes of chlorinated hydrocarbon insecticides. 
Two types of applications are currently employed: the slow, 
continuous dispersion of insecticide vapor in occupied areas 
other than homes and food handling establishments, and, 
conversely, the rapid release of insecticidal fumes in tempo- 
rarily unoccupied areas at intervals not to exceed every other 
week. Applicators utilized for these operations are now com- 
monly referred to as insecticide Vaporizing and fumigating 
devices, respectively. 

VAPORIZER REGULATIONS 

Official acceptance of the methods embodied in these appli- 
cations have undergone considerable modification in the last 
two years. Recommendations covering the chemicals used in 
these devices, their construction, and conditions under which 
continuous-type thermal generators for insecticides could be 
used were issued in September, 1951, by the Interdepartmental 
Committee on Pest Control, a group representing federal 
agencies interested in pest control. At that time, it Was rec- 
ommended that only dichlor oroecthane (DDT), 
gamma benzene hexachloride ( lindane), ¢ or 1 their mixtures should 
be used at a rate not to exceed | gm. to 15,000 cu. ft. in 24 
hours. The use of units with protective features to indicate 
times of operation and to prevent excessive output, plus in- 
structions for installation in positions above head level and 
away from situations favoring food contamination, were out- 
lined. Warning also was given against use in homes and sleep- 
ing quarters or in other places where continuous prolonged 
exposure was possible. 

A subsequent report by the Committee on Pesticides gave 
substance to these recommendations by furnishing supporting 
laboratory data and cases of injury during servicing and opera- 
tion of vapofizers in thomes, offices, public eating places, and 


J.A.M.A. July 25, 1953 


industrial establishments. The Committee pointed out that the 
vast majority of devices in use, because of poor construction 
and improper installation, violated accepted health practices. 
Attention was called to the urgency of this problem, and the 
Committee suggested that further steps be taken, at the state 
and local level, to curtail uncontrolled use. At least 14 states 
and 35 municipalities have since adopted measures controlling 
the installation, sale, or use of these devices. Other states and 
local groups have invoked existing «provisions of their food 
laws and sanitary codes for similar purposes. 

Further control governing the use of this type of insecticide 
volatilizing apparatus was recommended in a second release 
of the Interdepartmental Committee on Pest Control, Oct. 
22, 1952. This statement superseded and expanded earlier 
recommendations for the safe use of continuously operating 
types of vaporizing equipment, particularly with respect to 
uniformity of output and use in food handling establishments. 
It reiterated previous warnings against home use or prolonged 
use in other environments and further advised against place- 
ment of vaporizers in areas where food is processed, served, 
or stored, unless it can be shown that contamination does not 
occur. The Interdepartmental Committee reaffirmed its recom- 
mendation for a maximum dispensing rate of 1 gm. per 15,000 
cu. ft. in 24 hours; however, it restricted variation in output 
to 25% of the dispensing rate per hour. No suggestions were 
made about construction of the devices other than to advise 
that they should be so built that output in excess of that 
recommended is impossible. Although the Committee's recom- 
mendations have no binding legal effect, acceptance of these 
recommendations in new or amended state or local regulations 
provides direct control over vaporizers. By contrast, existing 
federal legislation has only an indirect influence since jurisdic- 
tion is restricted to the chemicals employed (Insecticide, Fungi- 
cide, and Rodenticide Act, 1947) or to situations ‘in which 
food products may become contaminated (Food, Drug, and 
Cosmetic Act, 1938). 

This release of the Interdepartmental Committee places the 
responsibility for demonstrating the efficiency and safety of 
insecticide vaporizers on the manufacturer or his agent and, 
at the same time, provides enforcement officials with a broad 
basis for rejecting or removing unacceptable equipment. Ex- 
plicit directions for applying the proposed restrictions have 
not been outlined, in view of the obvious limitations of such 
a procedure. Precise requirements for equipment construction 
to allow accurate measurement of operating temperature and 
output were not prescribed because of uncontrollable environ- 
mental influences such as ventilation characteristics or the 
nature of the exposed surfaces in various treated areas. Since 
air concentration does not have a simple relationship to the 
amount of insecticide dispersed, tolerances for an at 
concentration of insecticide were not defined. They would like- 
wise be unsuitable for judging the safety of installed appa- 
ratus other than for testing operating efficiency. Specific 
analytic methods for determining and distinguishing between 
small amounts of insecticides and other materials normally 
present in suspected food products could not be advised because 
available methods are not sufficiently convenient, sensitive, 
or discriminating for all purposes to which they might be 
applied. The use of spectrophotometric methods for detecting 
DD1 or lindane have been suggested for this purpose in labo- 
ratories with sufficient personnel and equipment to perform 
these intricate analyses. 


TECHNICAL DEVELOPMENTS 


New requirements for the construction and installation of 
insecticide vaporizers were issued because field experience had 
shown that the previously established standards for safe and 
effective use were not entirely satisfactory. Many devices pur- 
portedly embodying the constructive features advised in the 
original release were still found in practice to vary widely 
in output and other types of performance. Since potentialities 
for harm are, in part, correlated with the degree that equip- 
ment varies from the recommended standards for release of 
the insecticide, stricter definition of the performance char- 
acteristics became necessary. Misinterpretation or circumvention 
of present recommendations is virtually impossible 
this point. 
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studies have shown that various types of exposed surfaces 
differ considerably in their absorptive capacities to identical 
air concentrations of lindane that are well under the satura- 
tion level of the chemical in the atmosphere. Preferential 
absorption of lindane from the atmosphere has been observed 
by a variety of constitutionally dissimilar surfaces such as 
varnished wood, linoleum, plastic cheese wrappers, kraft paper, 
waxed paper, rubber sheeting, fatty and nonfatty foods, and 
water. The rate of disappearance of lindane from surfaces 
so contaminated is neither constant nor uniform. 

The concentration of the insecticide and duration of ex- 
posure as well as the nature and extent of the surface ex- 
posed influence absorption. Preliminary laboratory studies 
have shown that 0.1 to | ppm or more per day will be ab- 
sorbed by fruits, vegetables, cereals, dairy products, meat, 
bread, pastries, and other types of food exposed to vapors 
from a properly operating unit. Under similar conditions, water 
absorbs sufficient chemicals to be lethal to tropical fish. These 
findings, coupled with the observation that previous restrictions 
were not and cannot be practically enforced in other than 
industrial environments, prompted the current restrictions 
against use in food handling establishments. 

The ban on the use of continuously operating vaporizing 
equipment in homes or other places where extended exposure 
is possible has been further justified by additional experimen- 
tal and clinical findings. Chemical pneumonitis and minimal 
liver and kidney damage have been observed in several species 
of animals exposed to 0.7 mg. of lindane per cubic meter, 
seven hours a day for periods up to six months. This is be- 
tween three and four times the maximum tolerated concen- 
tration of 0.2 mg. per cubic meter in the atmosphere; although 
it conforms to current specifications, it indicates a narrow 
margin of safety. When equipment is improperly operating 
or otherwise not adhering to specified conditions of use, a 
dangerous concentration of insecticide could be readily acquired 
that would not necessarily produce immediate signs of injury. 
It was also noted that the amount of lindane in the atmos- 
phere may vary tenfold, depending on the ventilation rate 
in the treated area. Under certain conditions of minimal 
ventilation, air concentrations that may even approach satura- 
tion can be produced by a properly operating and installed 
device. This is highly undesirable because it increases the 
inhalation hazard to exposed persons and may cause gross 
contamination of exposed surfaces, including foods. 

These restrictions should not be interpreted to mean that 
lindane does not have legitimate insecticidal use in vapor or 
other physical forms. It is accepted for general household use 
as a space spray (0.1%) and as a residual spray (0.5%) for 
spot application. The claim that it is discriminatory to accept 
these applications while prohibiting vaporizers in similar situa- 
tions is without factual basis. Whereas certain of the accepted 
applications initially provide essentially the same atmospheric 
concentration of the toxicant as that provided by continuously 
Operating types of vaporizers, atmospheric levels of lindane 
are maintained day after day at a fairly constant leve! only 
with the latter devices. Constant concentration and constant 
exposure characterize vaporizers, and for these and other rea- 
sons they are potentially more dangerous to those exposed. 
Other influences, such as their manner of promotion and wide- 
spread misuse, augment these basic factors and justify the 
attention that vaporizers have been given by health and regu- 
latory officials. 

CLINICAL EXPERIENCE 

Opinion varies greatly as to the safety of vaporizing devices 
in human environment. Evidence in the majority of cases of 
injury suggests that defective equipment or other types of non- 
conformance with recommendations for use were primarily 
responsible; nevertheless, it is impossible to state that ill effects 
have not or will not result from properly operating devices 
used precisely in accordance with instructions. 

Extensive use of these devices has demonstrated that human 
beings can acquire a sensitivity to lindane. In addition to 
cases cited in a previous Committee report, additional cases 
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involving angioneurotic edema, skin sensitivity, and urticaria 
have been both privately reported and published.’ Since allergy 
is neither a unique nor a uniform clinical condition, it is 
likely that similar cases have occurred that have not been 
brought to the attention of the Committee. 

Local reactions involving varying degrees of irritation to 
the eyes and respiratory tract continue to be the commonest 
types of complaints. Coughing, sneezing, headaches, dryness 
or burning about the eyes, pain in throat and nostrils, nausea, 
and other nonspecific symptoms are among those noted. Single 
and multiple cases of such injury have been reported to the 
Committee from use of the devices in homes and in a bakery, 
garage, food mart, railroad restaurant, and other public gather- 
ing places. 

Occasionally, severer local and systemic effects are reported 
that have a suspected or reasonably certain causal relation- 
ship with vaporizing equipment. In addition to the case of poly- 
neuritis described in a previous Committee report, three cases 
of anemia, a near-fatal anuria, an asthma-like condition, and 
a severe and persistent tracheitis attributable to vaporizer 
exposure have also been brought to the attention of the 
Committee. With the exception of those conditions (asthma, 
tracheitis) in which symptoms were characteristic and the cir- 
cumstances of exposure directly identifiable with periods of 
operation of the devices, it is impossible to determine whether 
illness was coincidental and unrelated or whether it was pre- 
cipitated by constant exposure to vaporizer fumes. 


The following case reports illustrate the complexity of the 
problem: 


In January, 1953, a W-year-old woman experienced excessive tiredness 
and weakness four months after installation in her home of a portable 
electric insecticide vaporizer. During the next three months more frequent 
menstruation, menorrhagia, anemia, petechiac and purpura over the lower 
limbs, and periodic epistaxes appeared. The patient was hospitalized 
May 9%, 1953, for an extreme anemic condition (with a hemoglobin level of 
19%, 880,000 red blood cells and 3,400 white blood cells), and trans- 
fusions of whole biood were given. The report of physical examination, 


Exposure to lindane was continuous from September, 1952, through 
April, 1953. The only drugs the patient had received during this period 
were penicillin and oxytetracycline (Terramycin). A proprietary rug cleaner 
containing a small amount of trichlorethylene had been used on one of 
more Occasions during the winter. 

The patient's blood pressure, pulse, and respiration were normal. 
Scattered petechiae were present on the buccal mucosa, posterior pharynx, 
and lower portion of the legs. She had bilateral retinal hemorrhages, but 
splenomegaly or hepatomegaly were not evident. 

When the patient was admitted on May 17, 1953, laboratory findings 
were as follows: hemoglobin level, 10.4 em. (67°) per 100 cc.; red blood 
cell count, 3,600,000; hematocrit, 35; mean cell volume, 97; mean corpus- 
cular hemoglobin concentration, 29.6; sedimentation rate, 12 mm. per hour; 
and white blood cell count, 3,600. The differential count showed 4 band 
neutrophils, 10 segmented neutrophils, 99 large lymphocytes, 40 small 
lymphocytes, 6 monocytes, and 1 cosinophil. The number of platelets 
was greatly reduced. Platelet count was 24,500 and reticulocyte count 1.1%. 

Urinalysis, stool examination, and tuberculin testis were negative. Liver 
function studies were entirely within normal limits. Stermal marrow was 
moderately cellular and of the type associated with hypoplastix anemia. 
Many young normoblasts were seen, and erythrocytic hyperplasia was 
found with an erythrocyte to granulocyte (¢ ¢) ratio of 3:1. Many large 
proerythroblasts were present. Granulopoiesis was decreased, and mature 
forms were infrequent. Heavy toxic granulation was present. Cells of the 
lymphoreticulum were seen in numbers, as well as mast cells and plasma 
cells. Only a few megakaryocytes were seen 

The diagnosis was moderately severe hypop'astic anemia. The patient - 
given 300 meg. of cortisone per day for 10 days but was discharged wit 
little improvement. 


Eight other cases of anemia associated with exposure to 
lindane vapors, dust, and residual spray have also been di- 
rected to the attention of the Committee. One case associated 
with an improperly functioning insecticide vaporizer installed 
in a nursery and other rooms of a home involved a 3-year-old 
child and a $4-year-old nursemaid. It is unestablished whether 
the child and the nurse were suffering from anemias induced 
by lindane or from common diseases frequently associated 
with anemia. A fatal case of aplastic anemia in which a lin- 
dane residual spray was suspected as a possible etiological 
agent has also been reported. 


of Lindane, New 
York, Association, June 
1952, p. 112. 


Equally restrictive are the recommendations for prohibiting 
use where food is processed, served, or stored. Laboratory 
153 laboratory tests, and treatment based on the medical record of the 
research center to which she was transferred a week later was as 
follows 
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The patient, a S8-year-old farmer, had an essentially negative history 
of exposure to drugs and chemicals other than «pray solution of 5% 
lindane in petroleum solvents. The farmer had used the spray solution at 
one week intervals during the summer of 1952. In August, 1952, prior to 
secing the physician, the patient noted purpuric spots over the body. The 
next day he experienced anorexia and tarry stools. The gastrointestinal 
hemorrhage continued, and the patient was hospitalized. Supportive therapy 
included transfusions of whole blood, administration of vitamin C orally, 
and injections of liver extract, vitamin Bw, methapyrilene hydrochloride 
(Histady!) and cortisone; he was discharged 11 days later. He was re- 
admitted again in five days for the reappearance of similar symptoms. 
Ten days later he died. The findings on physical examination and the 
results of laboratory tests were similar to those described in the pre- 
ceding case of hypoplastic anemia, but with lower hemoglobin level and 
ted blood céll count. 

Five additional cases of injury, one fatal, attributed to 
exposure to a 40% mixture of technical benzene hexachloride 
containing an unspecified amount of the gamma isomer (lin- 
dane) have been studied by a medical clinic of a foreign uni- 
versity. The conclusion of the study, which is presently awaiting 
publication, is that benzene hexachloride causes inhibition of 
the development of red blood cells in the bone marrow and 
this may occur in the absence of demonstrable injury to the 
liver 


In the several instances (anemia, anuria) in which etiology 
was uncertain, it was obvious that opportunity for injury 
was present. Excessive exposure to insecticide vaporizers was 
caused by intimate and sustained contact with vapors from a 
device installed in front of an air-conditioning unit in a small 
food establishment and by constant contact with the vaporized 
lindane and its chemical breakdown products from improperly 
functioning units placed in living and sleeping quarters. While 
the clinical evidence is suggestive, it is not conclusive; however, 
the cumulation of cases of anemia with a common history of 
exposure to various forms of lindane requires that the avail- 
able facts be brought to the attention of the medical profession. 

These cases illustrate an increasingly common problem en- 
countered by medical groups evaluating reports of suspected 
injury from new chemicals. Too often there is little concrete 
information, only varying degrees of ignorance about factors 
influencing profound changes in organs from such exposure. 
Since experimental animal stuies at best can provide only an 
indication of the type of damage which may be expected, ex- 
haustive study and reporting of human cases outside the usual 
pattern of injury are imperative and should be undertaken 
whenever circumstances permit. 


FUMIGATING DEVICES 


The home use of volatilized chlorinated hydrocarbon in- 
secticides as a “fumigating™ application is being exploited as 
an alternate approach to the large and lucrative domestic 
market for inexpensive insecticide vapor and fume dispensers. 
Currently available fumigating applicators vary considerably 
in design and functional hazards. They include lindane-impreg- 
nated paper strips, recessed and perforated insecticide dispers- 
ing electric light bulbs, tins of pyrotechnic fumigant powder, 
and various types of vaporizing equipment for attachment to 
heating devices such as light bulbs or for direct insertion into 
electrical outlets. 

The so-called fumigating type of insecticide applicator has 
been accepted under federal law for use in closed and tempo- 
rarily unoccupied spaces where food is covered and from 
which birds, fish, and other susceptible species of pets have 
been removed. Lindane is allowed in amounts ranging from 
a minimum of | gm. per 1,000 cu. ft. to a maximum of 2 
gm. per 1,500 cu. ft. of space at not oftener than two week 
intervals. It is recommended that use should be limited to 
periods ranging from one-half to four hours, depending on 
the apparatus used. The premises must be reaired for one- 
half hour before reoccupancy. The technique is based on the 
principle of liberating sufficient amounts of insecticide into 
the atmosphere of a room to exceed the saturation level. 
Excess insecticide precipitates out in solid state, forming a 
residue over exposed horizontal surfaces. 

High temperature fumigating devices, which release insecti- 
cide fumes in unoccupied rooms at periodic intervals, are rea- 
sonably safe if intelligently employed, but they also have 
many of the same basic dangers as insecticide vaporizers. 
Apparatus that resemble vaporizing devices in appearance or 
operating principle, or that have hazards from exposed flames, 
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or that leave accessible uncombusted insecticide are liable to 
accidental or intentional misuse. Variations in design and per- 
formance of various available fumigators preclude blanket 
description of inherent dangers other than to advise that any 
departure from directions on the label of the accompanying 
chemical exposes users to the risk of injury. 

The dangers inherent in the misuse of insecticide vaporizers 
employed as fumigators is of sufficient magnitude to warrant 
a third statement by the Interdepartmental Committee on 
Pest Control. In a release dated March 27, 1953, the Inter- 
departmental Committee recommended against their use in 
living quarters. The statement, which is directed not only to 
lindane-dispensing devices but also to any vaporizer using an 
insecticide as a fumigating agent, was precipitated by a grow- 
ing trend to circumvent existing restrictions on the use of 
heat-volatilizing insecticide equipment in homes. Certain types 
of vaporizing devices, which do not conform to earlier rec- 
ommendations for construction and installation, are being 
promoted as so-called fumigators for home use under circum- 
stances that leave much to be desired. Nonrecommended in- 
secticides, alone or in combination with accepted chemicals, 
are being used in a manner contrary to that generally con- 
sidered sound. Normal fumigation procedures are not feasible 
in the customary use of these “fumigating” devices; yet, any- 
thing less definitive encourages violations of accepted health 
practice. Since their potential harmfulness through misuse far 
outweighs any recognized usefulness in homes, the current 
restriction was invoked. 


ADVERTISING AND PROMOTIONAL PRACTICES 


Although existing restrictions have had a beneficial influ- 
ence, it is generally recognized that they have only partially 
deterred many of the abuses associated with insecticide dis- 
persing appliances. Widespread misuse arising from improper 
installation and continued employment of unacceptable chemi- 
cals and equipment are still prevalent. These conditions are 
partially caused by the inability to enforce prohibitions against 
certain situations, such as home use, made prior to present 
regulatory bans and to the difficulty of policing use in other 
unacceptable environments which appear to many to be sim- 
ilar to those where vaporizers are legally allowed. However, 
the flamboyant and misleading advertising of certain of the 
more aggressive firms marketing these dispersers is mainly 
responsible for their continued, widespread misapplication. 

As official recommendations become more restrictive, every 
promotional strategem is being employed to regain general 
acceptance. The thinly disguised attempts to maintain dubiously 
acquired competitive advantages include use of nonaccepted 
chemicals, cleverly contrived advertising implying safety even 
in prohibited applications, and inferences that equipment has 
been endorsed or approved by recognized scientific groups such 
as public health organizations, universities, or agencies of the 
state and federal government. The most flagrant of these 
questionable practices is the use of nonaccepted chemicals 
in continuously operating vaporizing devices with claims of 
safety for use anywhere, including homes where even rec- 
ommended chemicals are forbidden in this type of application. 
Methoxychlor is the principal nonapproved chemical exploited 
in this fashion; however, there is reasonable suspicion that at 
least one other compound has been so employed. 

The continued extravagant promotion of certain types of 
insecticide vaporizers under the guise of fumigating equip- 
ment is also of great interest to those responsible for protec- 
tion of the public welfare. Insecticide fumigating devices are 
being advertised as portable, ornamental, deodorizing (chloro- 
phyll), disinfecting (triethylene glycol), and useful for every- 
thing but healing purposes. The absurdity of this advertising 
is not so much a subject of medical concern as are the claims, 
direct and implied, of harmlessness for uses that are in direct 
violation of current safety practices for volatilized chemicals. 
It is inevitable that such tactics will lead to misuse, which 
ultimately becomes the common use as demonstrated by gen- 
eral practice with insecticide vaporizing devices. Pressure for 
more laws to regulate and even ban the employment of these 
types of insecticide dispensers is increasing, and action is a 
certainty unless industry polices itself. 
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APPARATUS ACCEPTED 


The following additional products have been accepted as 
conforming to the rules of the Council on Physical Medicine 
and Rehabilitation of the American Medical Association for 
inclusion in Apparatus Accepted. A copy of the rules on 
which the Council bases its action will be sent on application. 


Raten E. De Forest, M.D., Secretary. 


tors) and leg up to a level just below the Knee. There are 
sizes: small, for a calf measuring up to 30 cm. (12 in.) 
; medium, 30 to 38 


advertising em- 
phasizes the use of these stockings 
with medical and Surgical patients as 


ing the external pressure on the legs 
between 10 and 15 mm. of mercury. 
It is therefore necessary that a good 
fit be secured. The use of these stock- 
ings is contraindicated in the pres- 
ence of ischemic vascular disease of 
the legs because evidence indicates 


a limb in ischemic vascular disease 
and that such reduction may be criti- 
cal in patients with incipient or actual 
tissue ischemia. 

The Council secured evidence that the T. E. D. Elastic 
Stockings were well made and satisfactory when used accord- 
ing to instructions, with proper regard for contraindications. 


T. B.D. Blastic Stocking 


Vapojette Supersaturation Attachment 
Air-Shields, Inc., County Line Rd., Hatboro, Pa. 


The Vapojette Supersaturation At- 
tachment is a humidifier designed for 
use in connection with the Isolette 
Infant Incubator, which was accepted 
by the Council in 1949. Water is con- 
tained in a glass jar, into which an 
intake tube projects. The cap of the 
jar includes a nebulizing arrange- 
ment and bears two curved pipes that 
connect with two holes on the side of 
the transparent plastic cover or dome 
of the Isolette. The cap also bears a 
nipple for connection with the supply 
of oxygen or compressed air that 
actuates the nebulizer. 

The entire unit weighs 1.1 kg. (24 
Ib.). The jar contains 470 cc. when 
filled to the brim but is intended to 
hold about 320 cc. at a time. Direc- 
tions state that the jar will hold enough distilled water for 
eight hours of use. 


Vapojette Supersatura- 
tion Attachment 
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Beltone Mono-Pac Hearing Aids, Models 
Lyric and Rhapsody | 
Beltone Hearing Aid Company, 2900 
W. 36th St., Chicago 32. 

The Beltone Mono-Pac Hearing 
Aid, Model Lyric, is an electronic 
hearing aid employing three vacuum 
tubes powered by one 1.25 volt mer- 
cury-type A-battery and one 15 volt 
B-battery. With batteries and receiver 
the instrument weighs 109.6 gm. and 
measures 68 by 45 by 24 mm. A re- 
ceiver for air conduction is provided. 

The Beltone, Model Rhapsody, is 
similar to the Model Lyric except that 
a 30 volt B-battery is used. This Beltone Mono-Pac Hearing 
model is intended for persons with a 
more severe hearing loss. 


REPORT OF THE COUNCIL 


The Council on Physical Medicine and Rehabilitation has 
authorized publication of the following article. 
Rateu E. De Forest, M.D., Secretary. 


POWER OUTPUT OF DIATHERMY APPARATUS 


The rating in watts of a diathermy apparatus that is given 
on its name plate and is customarily used to designate the 
power output may not be a reliable indication of the ability 
of the apparatus to heat tissues adequately. The Council on 
Physical Medicine and Rehabilitation has adopted the so- 
called thigh test as the standard method of determining heat- 
ing efficacy.* In the opinion of the Council, the temperature 
rise in the thigh of an average healthy adult is the most ac- 
curate way to determine the heating capacity of diathermy 
apparatus. In brief, acceptable diathermy equipment must 
raise the temperature of the thigh to 104 F in 20 minutes 
without injury to or burning of the skin, or subjecting the 
patient to intolerable pain. 

The rated output of a diathermy apparatus as recorded on 
the name plate is usually based on results of a test on a 
phantom lamp, or calorimeter load. The power output re- 
vealed by the phantom load might be completely out of line 
with the actual ability of the apparatus to heat tissues. The 
reason for this misleading result lies in the so-called matching 
of impedances. (Impedance for alternating current is similar 
to resistance for direct current.) This means that the internal 
impedance (the combination of resistance and reactance that 
chokes back flow of current) of the diathermy apparatus must 
match the impedance of the external lamp or calorimeter load. 
When the two impedances are the same, the greatest output 
is obtained. When body tissues are heated, their impedance 
seldom matches the internal impedance of the diathermy ap- 
paratus. To compensate for this, the diathermy apparatus must 
have a reserve of energy so that the physician can be assured 
that ample heat can be generated in the tissues. 

As one of its tests, the Council on Physical Medicine and 
Rehabilitation uses three lamp loads, each of different value. 
If satisfactory outputs are obtained on each one of the loads, 
the Council is reasonably assured that the apparatus will be 
suitable for heating tissues. When the heating efficiency is 
questioned, the thigh test must be used to determine the 
actual conditions. The Council on Physical Medicine and 
Rehabilitation has made extensive tests of all submitted 


*A copy of the “Minimal Requirements for Acceptable Diathermy 
Apparatus” may be obtained by writing the Secretary of the Council on 
Physical Medicine and Rehabilitation. 


T. E. D. Elastic Stockings 
Bauer & Black, Division of the Kendall Company, 309 W. 
cm. (12 to 15 in.); large, for a calf exceeding 38 cm. in ee 
circumference. 
\ 
pulmonary embolism. Such use pre- 
supposes the possibility of maintain- 
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SURGICAL ASPECTS OF PEPTIC ULCER 


In the April 25, 1953, issue of THe JOURNAL is an 
editorial in which surgical aspects of peptic ulcer are dis- 
cussed. This editorial was based on the report of a com- 
mittee of the Gastroenterological Association.’ A major 
conclusion of the report was as follows: “The results fol- 
lowing partial gastric resection alone were superior to 
those following vagotomy with gastroenterostomy .. . 
for duodenal ulcer.” 

In June, 1953, there appeared in Gastroenterology a 
statement on errata, corrected tables, and an important 
modification of interpretation of the report by the com- 
mittee.’ Its conclusion now reads: “It is now apparent 
that the advantage of gastric resection for duodenal ulcer 
over gastroenterostomy and vagotomy is shown only if 
there is an estimated resection of more than 70 per cent 
of the stomach.” This statement was published in answer 
to a critique * by Dr. Keith S$. Grimson and in response 
to questions raised by others. The critique refers only to 
data on surgical treatment for duodenal ulcer. The re- 
port of the committee had already carried the statement, 
“Vagotomy alone may be superior to gastric resection 
for gastrojejunal ulcer subsequent to a previous gastric 
resection and is attended by a lower mortality.” The 
critique stated that, with correction of a few apparent 
errors in two important comparative tables, “one could 
then proclaim vagotomy and gastroenterostomy the pref- 
erable procedure, particularly in view of the lesser mor- 
tality risk. Of the eight criteria studied as most reflecting 
welfare of patients five favor vagotomy and gastroenter- 
ostomy, results of either operation seem essentially equal 
in two, and one favors maximum resection over resection 
of less than 70% of the stomach or vagotomy.” 

The present statement of the committee and those of 
the critique indicate a direction of thought different from 
that of the previous editorial. Incidences of unsatisfactory 


1. Report of the Committee on Surgical Procedures of the National 
Committee on Peptic Ulcer of the American Gastroenterologi. al Assout- 
ation on Study of Vagotomy, Study of Gastric 
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results of operations for duodenal ulcer ‘ are given sepa- 
rately for patients who have had one or more previous 
hemorrhages and for those who had not had hemor- 
rhages. 

Among the patients who had had hemorrhages, un- 
satisfactory results following vagotomy and gastroenter- 
ostomy were least frequently encountered in terms of 
mortality (1% ), dissatisfaction of the patients (6.8% ), 
and inability to work (4.8% ). Unsatisfactory results fol- 
lowing resection of more than 70% of the stomach were 
least frequently found for after operation 
(4.2). After resection of less than 70% of the stomach, 
unsatisfactory results were less frequent for recurrence 
of ulcer symptoms (3.2% ). The percentages favor vagot- 
omy and gastroenterostomy in three of these five criteria, 
and the less extensive and more extensive resections in 
one each. 

The committee prepared and now emphasizes a table 
of comparison in which the incidences of unsatisfactory 
results are considered from a different standpoint and are 
based on a composite of results according to five criteria. 
This new table includes the criteria of satisfaction with 
lie freedom from ulcer symp- 

toms, ability to work, absence of evidence of recurrence 
on roentgenograms, and absence of postoperative hemor- 
rhage. It includes the number of patients who are re- 
ported to have responded unfavorably according to one 
or more of these five criteria, and hence the percentages 
are not the equivalent of totals of the number with un- 
satisfactory results according to the individual criteria. 
Not included in this table are the unsatisfactory results of 
operative mortality, weight loss, or diarrhea and the 
dumping syndrome. In this table of comparison, the low- 
est incidence of unsatisfactory results among patients who 
had had hemorrhages followed resection of more than 
70% of the stomach (12.2% ), the next lowest followed 
resection of less than 70% of the stomach (20.9% ), and 
the highest followed vagotomy and gastroenterostomy 
(25.0% ). 

Among the patients who had not had profuse hemor- 
rhages unsatisfactory results were least frequent following 
vagotomy and gastroenterostomy with regard to opera- 
tive mortality (1.4%), hemorrhage after operation 
(2.1% ), and inability to work (5.5% ). When the extent 
of the resection was more than 70%, there were fewer 
unsatisfactory results when judgment was based on dis- 
satisfaction of patients (4.2), and ulcer symptoms after 
the operation (3.3% ). Unsatisfactory results following 
resection of less than 70% were higher for each of the 
five criteria already listed. They were also highest 
(24.6% ) by the committee summary based on a com- 
posite of results according to these five criteria, whereas 
for resection of more than 70% the figure was lowest 
(13.7% ), and for vagotomy was 19.7%. 

The two remaining criteria reviewed by the critique 
were change of weight and occurrence of side-effects, 
i. e., diarrhea and the dumping syndrome. Of patients 
er weight was reported ' two years after vagotomy 

and gastroenterostomy, 68.9% had gained weight, 16.9% 
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weighed the same, and 14.2 had lost weight. The weight 
of the patients who had undergone resection was not 
asked by the questionnaire. The comment by the com- 
mittee, however, that the “incidence of weight gain at the 
end of two years of follow-up was higher after vagotomy 
plus gastroenterostomy than following vagotomy plus re- 
section,” has some bearing, as it is generally agreed that 
the procedure of vagotomy and gastroenterostomy is less 
frequently associated with loss of weight than is resection. 
The incidence of diarrhea among all cases was 1.9% 
after vagotomy and gastroenterostomy, 1.2% after less 
extensive resection, and 2.2% after more extensive resec- 
tion. The incidence of the dumping syndrome was 3.3% 
after vagotomy and gastroenterostomy, 8.9% after less 
extensive resection, and 4.2% after more extensive re- 
section. 

It seems evident that, for the most part, resection of 
less than 70% of the stomach was associated with the 
highest incidence of unsatisfactory results. Whether re- 
sults of resection of more than 70% of the stomach were 
equal to the results of vagotomy and gastroenterostomy is 
debatable. It depends upon whether the committee's sum- 
mary of composite results for the five criteria used is or 
is not more important than the individual percentages 
for operative mortality, dissatisfaction, inability to work, 
recurrence of ulcer symptoms or hemorrhage, loss of 
weight, or occurrence of the two side-effects, diarrhea and 
the dumping syndrome. If these seven criteria are con- 
sidered individually, vagotomy and gastroenterostomy 
was most frequently associated with the lowest incidence 
of unsatisfactory results and resection of more than 70% 
of the stomach, the next lowest. 


The committee has completed an arduous task, and its 
members have made important modifications of their 
original conclusions. Their present conclusion that gas- 
tric resection for duodenal ulcer has an advantage over 
vagotomy and gastroenterostomy only if there is an esti- 
mated resection of more than 70% of the stomach is 
based on emphasis of their comparison table that is based 
on composite results according to five criteria. Grimson * 
and others emphasize comparison of the incidence of 
each unsatisfactory result of operation and believe that 
the use of vagotomy and gastrojejunostomy with its lesser 
mortality risk and its more favorable results has been 
demonstrated as preferable in cases of duodenal ulcer. 


After 10 years of debate over which is the best opera- 
tion for duodenal ulcer, it is evident that there is still no 
indisputable decision. Nevertheless, progress has been 
made. Each school of thought now recognizes the ad- 
visability of vagotomy for jejunal ulcer or of vagotomy 
and gastroenterostomy for a duodenal ulcer so situated 
that resection would be hazardous, and of resection for 
exsanguinating hemorrhage or for gastric ulcer. Some 
believe that resection and vagotomy should be com- 
bined, and this may be justified, at least for a few pa- 
tients with difficult ulcer problems. Either procedure is 
associated with a definite incidence of unsatisfactory re- 
sults and usually should be employed alone. All seem 
agreed, however, that no operation should be undertaken 
unless it is necessary. 


DRAFT LEGISLATION FOR PHYSICIANS 
EXTENDED 


On June 29, 1953, the President of the United States 
approved a bill (Public Law 84, 83rd Congress) that will 
extend until July 1, 1955, the additional liability of phy- 
sicians for military service. 

The American Medical Association has, since Septem- 
ber, 1950, maintained a close and active interest in this 
legislation and as a consequence was able to make a 
valuable contribution to the final law. 

In view of the extreme importance of this legislation 
to physicians, its specific provisions are worthy of detailed 
consideration. The measure as signed by the President 
will put into effect the following provisions: 


(1) Extend the effective date of the law until July 1, 1955; 

(2) Retain the same maximum ages for registration at age 50 
and for liability for induction at age $1; 

(3) Continue in effect the existing four priorities with the 
following amendments: (a) All service performed since Sept. 16, 
1940, as an officer or as an enlisted man, with certain excep- 
tions, which will be outlined later, will be credited as service. 
Under the original law, physicians in priorities | and 2 receive 
credit only for service performed “subsequent” to deferment 
Or participation in a Navy V-12 or Army Specialized Training 
Program during World War I; 

(b) The length of service required to qualify for a priority 4 
classification for doctors who were deferred from service or 
educated at government expense during World War Il is 
reduced from 21 to 17 months. As a result of this provision, 
a substantial number of doctors will be reclassified from 
priority 2 to priority 4. This provision does not affect the new 
period of service which may be required, it merely changes 
the definition of the priority 2 and 4 classifications. 

(c) The following new periods of service will be established 
for men inducted or recalled to active duty, irrespective of 
their priority classification. 


Previous Service New Period of Duty 
9 months or less 24 months 
9 to 12 months 21 months 
12 to 15 months 18 months 
15 to 21 months 15 months 


(d) The law would eliminate any further liability for in- 
duction or recall to active duty, except in time of war or 
national emergency hereafter declared by Congress, for those 
men in priority 4 who have had 21 months or more of service 
since Sept. 16, 1940. 

(4) Define “active duty” and “active service” to include: 
(a) Full-time duty in the active service of the United States 
since Sept. 16, 1940, in the Army, Navy, Air Force, Marine 
Corps, Coast Guard or United States Public Health Service, 
including reserve components; 

(b) Time spent in work of national importance by conscien- 
tious objectors during World War Il and under the current 
military training and service act; 

ic) Service performed before Sept. 2, 1945, in the armed 
forces of countries that were allies of the United States during 
World War Il; and 

(d) Service performed, as a physician or dentist, by United 
States citizens employed by the Panama Canal Health Depart- 
ment between Sept. 16, 1940, and Sept. 2, 1945. 

(5) Exclude from consideration as “active duty,” periods 
spent in a Navy V-12 or Army Specialized Training Program; 
in a military internship, residency or senior student program; 
in military service for the sole purpose of undergoing a 
physical examination or while engaged in active duty for train- 
ing entered into after June 29, 1953; 

(6) Authorize the appointment of medical officers in grades 
commensurate with their professional education, experience or 
ability. This section is intended to provide uniform treatment 
with respect to rank for all physicians called to active duty, 
irrespective of whether they had previous military service; 
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(7) Continue until July 1, 1955, the authority to provide the 
“special pay” of $100 per month for physicians in the armed 
forces. This section also extends the class of persons eligible 
for such pay to include veterinarians; 

(8) Authorize the commissioning of noncitizens of the 
United States as officers in the armed forces; 

(9) Terminate automatically, upon completion of 12 months 
or more of service subsequent to Sept. 9, 1950, the reserve 
commissions of all physicians taken into service by operation 
of the “Doctor-Draft” law. Upon completion of this same 
service, medical reservists recalled to active duty will be given 
an opportunity to resign their commissions. Such persons, 
whether registrants or reservists, shall not be liable thereafter 
for recall or reinduction except in time of war or national 
emergency hereafter declared by the Congress; 

(10) Reenact the provisions of the original law which permit 
the deferment of those individuals who are essential to the 
national health, safety and ‘nterest; 

(11) Authorize the national, state and local medical advisory 
committees to the Selective Service System, in addition to their 
present authority, to make recommendations with reference to 
the deferment of (a) registrants engaged in residency training, 
(b) those serving on faculties of medical and certain other 
schools, and (c) those engaged in essential laboratory and 
clinical research; 

(12) Extend until July 1, 1955, the authority of the President 
to recall medical reservists to active duty involuntarily; 

(13) Be retroactive in effect. Those men already in uniform 
who would have benefited from the new changes in the law 
if they had been enacted prior to their entrance into service 
will, upon filing and application, be eligible for release as soon 
as possible and in no event later than 90 days after the effective 
date of the Act (June 29, 1953). 


In considering the over-all effect of the new law, it 


should be noted that the major changes involve greater 
recognition of prior military service. The result is that 
a particular registrant, by being able to take advantage 
of the various new provisions, may either (a) become ex- 
empt from liability for service, (b) be placed in a priority 
less vulnerable to immediate call, (c) be subject to a re- 
duced term of service, or (d) effect a severance of mil- 
itary status within 90 days upon application or after the 
completion of his period of service by being either dis- 
charged or permitted to resign. 

In comparing the new law with the presented 
by the American Medical Association before the Armed 
Services Committees of the House of Representatives and 
the Senate, it is interesting to note that many recommen- 
dations were accepted and others were modified or re- 
jected. 

As examples of the latter, it will be noted that the As- 
sociation recommended that the liability for registration 
and call-up of veteran physicians in priority 4, as well as 
the involuntary recall of medical reservists in this cate- 
gory, be terminated as of July 1, 1953. The law, as en- 
acted, excuses from further liability those registrants and 
reservists in priority 4 with 21 months or more of serv- 
ice since Sept. 16, 1940. This law amounts to substan- 
tial acceptance of the Association's recommendation, 
since between 85 and 90% of the physicians in priority 
4 have 21 months or more of service. 

In an effort to afford a greater measure of equity in 
priority 2 cases, the Association recommended that the 
second period of duty be limited to 12 months for a phy- 
sician who had 12 or more months of previous service. 
In addition, it was suggested that all accrued or terminal 
leave as well as travel time be included in computing 
total service. The law does not allow credit for accrued 
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leave, and instead of the prescribed period of one year's 
service, a staggered period of service was established (see 
item 3(c) above). 

It was also the belief of the Association that the reserve 
commissions of physicians called into service by opera- 
tion of the law should not be vacated automatically upon 
completion of required service. Instead, it was felt that 
physicians should be given the option of retaining or re- 
signing their commissions and that reserve officers in 
the Navy and Marine Corps with service in World War Il 
should be permitted to resign their commissions immedi- 
ately if they wished to do so. The recommendations of 
the Association in this regard were not accepted. 

Perhaps the most significant suggestion made by the 
Association was that any extension of the law be limited 
to one year and that an earnest effort be made by the 
Congress and the armed forces to devise alternative meth- 
ods for securing needed medical officer personnel. It is 
sincerely hoped that the action of the Congress in ex- 
tending the law for two years is not an indication of an 
attitude of acceptance of the draft law as a continuing 
device for procuring physicians for the armed services. 

If members of the Congress and representatives of the 
armed forces are sincere in their reference to the “Doc- 
tor-Draft” law as “temporary” and “discriminatory” 
legislation, they will take immediate steps to discontinue 
it at the earliest possible time. A step in this direction 
would be the immediate implementation of the following 
alternative suggestions that were made by the Associa- 
tion in its testimony: (1) Increased utilization of civilian 
contract physicians in performing the medical duties of 
the armed services; (2) Investigation of ways of increas- 
ing the attractiveness of service in the military and naval 
medical corps and the development of a more efficient 
program for medical officers and allied health personnel 
procurement; (3) Improved utilization of medical per- 
sonnel and curtailment in their assignment to nonprofes- 
sional duties; and (4) A reduction in the amount of 
medical care provided by physicians in uniform to de- 
pendents of service personnel. 


WARNING ON INSECTICIDE VAPORIZERS 


Elsewhere in THe JoURNAL (page 1232) is a report of 
the Committee on Pesticides on the health problems of 
lindane insecticide vaporizer and fumigator devices. The 
Committee's present report supplements its earlier warn- 
ings on vaporizer hazards by providing additional labora- 
tory and clinical evidence of the risks attendant to 
improper use of these devices and the highly toxic 
material that they dispense. Recommendations against 
the use of insecticide vaporizers in homes, sleeping quar- 
ters, or where food can become contaminated were made 
nearly two years ago. In spite of the warnings and their 
subsequent extension to other areas of use and related 
operations, this type of insecticide volatilizing equipment 
continues to be advertised and promoted as safe and 
harmless for use in homes, hospitals, nurseries, and 
similar unacceptable locations. The current report of the 
Committee on Pesticides questions the wisdom and ethics 
of these promotional practices in view of the cumulating 
evidence of the dangers of insecticide vaporizers and 
fumigators in such environments. 


V 
19 
f 


Vol. 152, No. 13 


THE PRESIDENTS PAGE 


A MONTHLY MESSAGE 


In reading about the current military developments in 
Korea and other parts of the world where our troops are 
employed, I cannot help but recall some of my own re- 
actions while in uniform. I am sure that all of us who 
have been in service have at some time during our tour 
of military duty experienced the feeling that we were 
forgotten by our friends and colleagues at home. Inas- 
much as this feeling is frequently occasioned by lack of 
communication, I would like to devote the President's 
Page this month to a discussion of things that the Amer- 
ican Medical Association has done and is doing with 
respect to military medical affairs. I believe these ac- 
tivities, which are conducted primarily by the Council on 
National Emergency Medical Service, will demonstrate 
clearly that physicians in the armed forces have not been 
forgotten or neglected by their national 


turned. Results of this survey will be used as the basis for 
a series of conferences with the Assistant Secretary of De- 
fense for Health Affairs and the Surgeons General to 
further improve the utilization of medical personnel by 
the armed forces and to formulate a more effective volun- 
tary officer procurement program. The second project is 
to acquaint physicians being released from service with 
existing civilian medical opportunities. This program, in- 
augurated with the cooperation of the Department of De- 
fense and the Selective Service System, is endorsed by the 
state medical societies and the chairmen of state volun- 
teer medical advisory committees to the Selective Service 

System. 
Names of physicians to be released from service, to- 
gether with other information, are supplied the Council 
by the three Surgeons General. The 


professional society. 

One of the primary interests of the 
Association during the past several 
years has been the “Doctor-Draft” law. 
Since the passage of the legislation in 
September, 1950, the Association has 
attempted to (1) facilitate and increase 
the efficiency of the administration of 
the law; (2) effect a timely and orderly 
system of recall and rotation of medical 
reservists; (3) prevent a repetition of 
the medical overstaffing that occurred 
in certain areas during World War II; 
and (4) curtail the utilization of med- 
ical personnel on nonprofessional as- 
signments and in the treatment of mili- 
tary dependents. 

On June 29, 1953, the President signed Public Law 84, 
83rd Congress, which extended a revised version of the 
law until July 1, 1955. The detailed explanation of that 
measure, which is contained in this issue of THe Jour- 
NAL, indicates the extent of the interest and active par- 
ticipation that the Association has maintained in this 
matter. During the past six months alone, the Council on 
National Emergency Medical Service has received hun- 
dreds of letters, phone calls, and personal visits from phy- 
sicians in service or from those about to be called under 
the act. These inquiries have been handled promptly, and 
they have been utilized in effecting many equitable 
changes in the new law. 

There are many less publicized but equally important 
activities of the Association that are conducted for the 
benefit of physicians in service. At present the Council 
on National Emergency Medical Service is engaged in 
two such projects. The first of these, started approxi- 
mately 10 months ago, is a continuing survey of phy- 
sicians released from active military service. To date, a 
total of 4,404 questionnaires have been sent to such phy- 
sicians, and 3,040, or 70% , have been filled out and re- 


Council then writes each physician, in- 
quiring as to his present plans, his med- 
ical qualifications, and the state in which 
he prefers to train or practice. The 
names of physicians who want addi- 
tional information are sent to the chair- 
man of the appropriate volunteer med- 
ical advisory committee and, through 
the Council on Medical Service, to the 
Physician Placement Services of the 
state medical societies. 

From July 28, 1952, to June 30, 
1953, letters were sent to 4,251 indi- 
vidual physicians. Of this number, 809 
requested further information. The re- 
sponse to date indicates that a real 
service to physicians, state medical so- 
cieties, and state volunteer medical advisory committees 
has resulted. 

Space does not permit a full discussion of the many 
other activities of the Council. One deals with the “special 
pay” of $100 per month for doctors in the armed forces, 
the authority for which was extended until July 1, 1955. 
I have suggested, and the Council now has under con- 
sideration, the publication of a monthly newsletter for 
keeping physicians in the armed forces fully informed as 
to activities of the Association in their behalf and current 
developments in the various fields in which they are in- 
terested. 

I know that I speak for the Council on National Emer- 
gency Medical Service and for all of the officers of the 
Association in pledging continued active interest in med- 
ical military affairs and in the immediate and postservice 
problems of the physicians in uniform. If there are ways 
in which you believe we can be more effective in fulfilling 
our obligations in this regard, let me assure you that your 
suggestions will be most welcome. 


Epwarp J. McCormick, M.D., Toledo, Ohio 
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COMMITTEE ON LEGISLATION 

At its meeting on May 30, 1953, the Committee on Legis- 
lation took action on 39 legislative measures introduced in the 
83rd Congress, recommending either approval or disapproval. 
All of the recommendations were approved by the Board of 
Trustees on June 4, 1953. Following is a brief résumé of these 
bills grouped according to subject, together with the position 
adopted by the Association in each instance. 


MEMBERS OF THE ARMED SERVICES 
AND THEIR DEPENDENTS 


S. 1495 (identical bill: H. R. 4642) 

Introduced by Mr. Murray of Montana and referred to the 
Senate Committee on Labor and Public Welfare. 

Digest of Bills —The bills would authorize the furnishing 
of medical, nursing and hospital maternity and infant care to 
the wives and children of members of the armed forces below 
the rank of warrant officer. The program would be adminis- 
tered by the Children’s Bureau, through grants to states which 
have approved state plans providing such care. The program 
would be effective until the present national emergency is 
declared ended. 

Association Position —The Association actively opposes 
these bills on the ground that there is no demonstrated need 
for such a program. 


VETERANS AND VETERANS ADMINISTRATION 


S. 1068 

Introduced by Mr. Griswold of Nebraska and Mr. Ives of 
New York and referred to the Committee on Labor and 
Public Welfare. 

Digest of Bill—The bill would amend Veterans Regulation 
Numbered 6 (a), as amended, to authorize the Administrator 
of Veterans’ Affairs to supply hospital care and medical treat- 
ment to veterans who are citizens of the United States visiting 
or residing abroad for disabilities incurred in service. 

Association Position —The Association supports the principle 
of providing care for veterans with service-connected dis- 
abilities, but opposes this bill, as drafted, because it is too 
vague and may possibly authorize the construction of Veterans 
Administration hospitals overseas. 


H. R. 4155 


Introduced by Mr. Elliott of Alabama and referred to the 
Committee on Veterans’ Affairs. 

Digest of Bill—The bill would amend Veterans Regulation 
Numbered | (a), as amended, to establish a presumption of 
service connection for chronic and tropical diseases “becoming 
manifest” within two years after separation from active 
service. 

Association Position —The Association actively opposes this 
bill because it is too general and does not define the terms 
“chronic” and “tropical diseases.” In addition, the bill repre- 
sents another effort to further liberalize existing Veterans 
Administration regulations regarding the presumption of serv- 
ice connection. The continuation of such a policy of liberaliza- 
tion will not only result in a distortion of the theory on which 
compensation benefits are based but will also result in the 
extension of hospitalization and medical care benefits to 
veterans with disabilities that are in actuality not service con- 
nected, regardless of their ability to pay for such care from 
private sources. 


H. R. 4601 
Introduced by Mr. Teague of Texas and referred to the 
House of Representatives Committee on Veterans’ Affairs. 
Digest of Bill—The bill would amend section 6 of Public 
No. 2, 73rd Congress, as amended, by restating existing 


medical and hospital benefits for veterans with service-con- 
nected disabilities and by redefining such benefits for veterans 
with non-service-connected disabilities. 

The bill would eliminate the present provision of the law, 
which provides: “The statement under oath of the applicant 
on such form as may be prescribed by the Administrator of 
Veterans’ Affairs shall be accepted as sufficient evidence of 
inability to defray necessary expenses” and would, instead, 
give the administrator the authority to determine these veterans 
with non-service-connected disabilities who are unable to pay 
for care. The requirement of inability to pay would not apply 
to veterans in need of “extensive hospital treatment for chronic 
or long-term non-service-connected ailments which . . . will 
incapacitate them from earning a living for an indefinite 
period of time.” 

In addition, the Administrator of Veterans Affairs would 
be authorized to collect from a veteran with non-service- 
connected disabilities for necessary hospital care at the estab- 
lished rate if the veteran agrees to pay or if the administrator 
finds the veteran is able to pay. 

Association Position.—The Association actively opposes this 
bill because, if enacted, the present status of medical care for 
veterans with non-service-connected disabilities would be fur- 
ther confused, and the program would be expanded rather 
than curtailed. 


EDUCATION 


H. R. 3850 

Introduced by Mrs. Bolton of Ohio and referred to the 
House of Representatives Committee on Interstate and Foreign 
Commerce. 

Digest of Bill—The bill would provide for (1) a limited 
three year program with appropriations of 5 million dollars 
for the first year, 10 million dollars for the second year, and 
1S million dollars for the third year, with additional amounts 
for practical nursing education grants; (2) administration of 
state programs by state boards of nurse examiners—state plans 
to improve and expand nurse training facilities would be in 
accordance with criteria set forth in the bill; (3) the allocation 
of federal funds to each state in proportion to the number of 
newly-enrolled nurse trainees, and (4) scholarships awarded 
by the state boards of nurse examiners on the basis of ability 
and financial need of applicants. 

Association Position.—The Association opposes this bill be- 
cause the Association feels that legislative proposals providing 
federal financial assistance must be free of the strings of 
federal control common to this type of bill. Alternative 
recommendations were presented in detail by Dr. Walter B. 
Martin in his appearance relative to H. R. 910, 82nd Con- 
gress, before the Committee on Interstate and Foreign Com- 
merce of the House of Representatives on Sept. 13, 1951. 


TAX RELIEF 


S. 11584 (identical bills: H. R. 3583 and H. R. 3585) 

Introduced by Mr. Ives of New York and Mr. Flanders of 
Vermont and referred to the Senate Committee on Finance. 

Digest of Bills —The bills would amend section 23 of the 
Internal Revenue Code (relating to allowable deductions from 
gross income) so as to permit deductions by individuals and 
by corporations of amounts paid as subscription charges to 
cooperating prepayment health service plans as defined in 
Tithe Vil of the Public Health Act. These amendments would 
be applicable with respect to taxable years beginning after 
Dec. 31, 1949. 

Association Position —The Association opposes these bills 
because they favor a particular type of insurance plan, i. ¢., 
those eligible for certain state loans for health facilities. 
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H. R. 3375 (identical or similar bills: H. R. 3434, 
H. R. 3779, H. R. 3911, and H. R. 4450) 

Introduced by Mr. Matthews of Florida and referred to the 
Committee on Ways and Means. 

Digest of Bills—The bills would authorize the deduction 
of medical and dental expenses, not compensated for by in- 
surance or otherwise, for the medical care of the taxpayer, his 
spouse, or his dependents. 

Note: Under present law medical expenses are deductible 
only after the adjusted gross income has been determined and 
such expenses exceed a minimum amount (5% of adjusted 
gross income) and are not in excess of a fixed maximum 
($2,500 on an individual return; $5,000 for a husband and 
wife, jointly). 

Association Position —The association actively approves the 
bills in principle since they would afford individual relief in 
cases of extremely high medical expenses and would also be 
an incentive to buy voluntary health insurance. 


H. R. 4393 

Introduced by Mr. Davis of Georgia and referred to the 
House of Representatives Committee on Ways and Means. 

Digest of Bill—The bill would amend the Internal Revenue 
Code to allow persons engaged in teaching school or in any 
other profession to deduct, as trade or business expenses, and 
in determining adjusted gross income, ordinary and reasonable 
educational expenses paid or incurred for the purpose of (1) 
carrying on his profession, (2) making himself betier qualified 
for his profession, or (3) increasing his remuneration from 
his profession. The amendments would be applicable with re- 
spect to taxable years beginning after Dec. 31, 1952. 

Association Position —The Association actively supports 
this bill in line with its long-established position that physicians 
should be permitted to deduct postgraduate educational 
expenses for income tax purposes. 


SOCIAL SECURITY AND DISABILITY INSURANCE 


H. R. 3487 (similar bill: H. R. 3608) 

Introduced by Mr. Lane of Massachusetts and referred to 
House of Representatives Committee on Ways and Means. 

Digest of Bills.—The bills would amend title Il of the 
Social Security Act (relating to Old Age and Survivors In- 
surance) by extending coverage to additional employees and 
to certain self-employed groups. In referring to self-employed 
groups, the bill would give credit for income derived “by an 
individual from any trade or business carried on by such 
individual” or “from any trade or business carried on by a 
partnership of which he is a member.” 

Although physicians are not mentioned specifically, they 
would be included in the group of self-employed covered by 
the bills. 

Association Position.—The Association actively opposes 
these bills insofar as they refer to physicians. This action is 
in accord with the action of the House of Delegates taken in 
June, 1949, 


H. R. 3554 (similar bill: H. R. 3777) 

Introduced by Mr. Zablocki of Wisconsin and referred to 
the Committee on Ways and Means. 

Digest of Bill_—The bill would provide disability insurance 
benefits for permanently and totally disabled persons who are 
unable to engage in any substantially gainful activity by reason 
of a medically determinable physical or mental impairment 
or blindness. 

The bill would also provide benefits for wives and children 
of the totally disabled and would define retirement age as 65 
for men and 60 for women. 

Association Position.—The Association actively opposes the 
bills, thus reiterating the past opposition of the Association to 
amendments to the Social Security Act providing for permanent 
and total disability and cash sickness benefits and a broad 
rehabilitative program for Social Security beneficiaries. 

it is the belief of the Association that the initiation of a 
federal disability benefit program would represent a major 
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step toward the wholesale nationalization of medical care and 
the socialization of the practice of medicine. The provisions of 
these bills would establish an inferior type of physician-patient 
relationship, which would undoubtedly result in a deterioration 
of medical care. 

In addition it is felt that legislation of this type should not 
be considered until the study of the entire Social Security 
System now being made by Congressman Carl T. Curtis is 
complete. 


H. R. 4160 


Introduced by Mr. Keane of New Jersey and referred to 
the Committee on Ways and Means. 

Digest of Bill—The bill would provide for a waiver of 
Social Security tax payments during periods of permanent and 
total disability. 

Disability is defined as “inability to engage in any sub- 
stantially gainful activity by reason of any medically de- 
terminable physical or mental impairment which can be 
expected to be permanent, or blindness.” Benefits (waiver of 
premiums) would not be allowed for a period of disability less 
than six months. 

The eventual larger Old Age and Survivors Insurance pen- 
sions would come from the Social Security Trust Fund, main- 
tained by payroll taxes from employer and employee. The 
trust fund also would be used for two additional purposes: 
(1) to pay governmental or private agencies or organizations 
for services in determining the existence, continuation and 
termination of disability, (2) to relieve the states of any cost 
of rehabilitation if, within the first six months, a state co- 
operating with the federal government under the Vocational 
Rehabilitation Act certifies that the individual appears to be 
rehabilitable to gainful employment. 

The Federal Security Administrator could not require any- 
one claiming benefits to undergo a physical examination to 
establish disability; however, in lieu of such examination the 
applicant would have to furnish proof of disability satisfactory 
to the Administrator or forego benefits. Also, the bill contains 
this provision: “Nothing in this title shall be construed as 
authorizing the Administrator or any other officer or employee 
of the United States to interfere in any way with the practice 
of medicine or with relationships between practitioners of 
medicine and their patients, or to exercise any supervision or 
control over the administration or operation of any hospital.” 

Association Position —Uhe Association actively opposes the 
bill for the following reasons: |. The Association favors the 
adoption of a formula for computing Old Age and Survivors 
Insurance benefits based on a wage carner’s best five or ten 
years. Such a formula would obviate the necessity for special 
consideration in cases involving permanent and total disability. 
2. The proposals contained in the bill have not been 
thoroughly explored. 3. The provisions of the bill although 
administrable by state agencies, would require the establish- 
ment of over-all standards and regulations by the Federal 
Security Agency. 4. The intervention by the federal govern- 
ment in this phase of medical activity would be a further 
interference in the field of private medical care. 


H. R. 4676 

Introduced by Mr. Ford of Michigan and referred to the 
House of Representatives Committee on Ways and Means. 

Digest of Bill—The bill would amend various sections of 
the Social Security Act to redefine the terms “old-age assist- 
ance” and “aid to the blind” and “aid to the permanently 
and totally disabled” to include medical care in behalf of or 
any type of remedial care recognized under state law for 
beneficiaries under such three programs if the individuals con- 
cerned are patients in non-public institutions. Patients in public 
medical institutions other than tuberculosis or mental would 
be cligible. 

Association Position.— The Association actively opposes this 
bill on the grounds: (1) that the health and medical welfare 
of the individual is his personal responsibility, and that finan- 
cial aid should be rendered to the individual only when he 
is unable to provide it himself; and (2) that financial aid should 
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be rendered by philanthropic, local, and state agencies first 
and that federal aid should be sought only when funds are not 
available from these sources. 


COMPULSORY HEALTH “INSURANCE” AND FEDERAL 
SUBSIDIZATION OF PRIVATE PLANS 


S. 1153 (identical bills: H. R. 3582, H. R. 3586 and H. R. 4128) 

Introduced by Mr. Ives of New York and Mr. Flanders of 
Vermont and referred to the Senate Committee on Labor and 
Public Welfare. 

Digest of Bills.—These are omnibus bills which propose a 
variety of legislative changes in the role of the federal govern- 
ment in medicine. The legislation, if enacted, would be known 
as the “National Health Act, 1953,” and would provide for 
the following items: 

(a) Federal Aid to Voluntary Health Service Plans.—This 
part of the bill would authorize federal assistance to voluntary 
nonprofit prepayment health service plans. Funds would be 
paid to a designated state agency by the Surgeon General of 
the U. S. Public Health Service for administration, provided 
the state had a plan previously approved by the Surgeon 
General. 

(b) Authorize Federal Payroll Deductions for Health In- 
surance Premiums.—This section would authorize the deduc- 
tion of premiums for health insurance from the salaries of 
employees of the federal government or members of the 
Armed Forces. 

ic) Loans to Health Service Plans for Building and Equip- 
ping Personal Health Service Centers.—This section of the bill 
would authorize the appropriation of a 10 million dollar loan 
fund to be used by the Surgeon General to make loans to 
assist in the establishment and equipping of personal health 
service centers. 

(d) Federal Aid to Medical and Nursing Schools.—This 
section would provide federal financial assistance to medical 
and nursing schools for construction and toward the cost of 
establishing, maintaining, and enlarging their staffs and of 
operating and maintaining their facilities, including the acquisi- 
tion of equipment. Payments would be based upon the number 
of old and new students enrolled. 

(ce) Health Study and Planning.—This_ section would 
authorize the creation of a permanent commission to study 
the nature and extent of the health needs of the nation and 
to formulate effective long-range health plans. 

(f) Federal Aid to Local Public Health Units.—The purpose 
of this section is to develop, extend and improve basic state 
and local public health organizations. The section would 
authorize state grants to develop and maintain public health 
services, including the establishment of new local public health 
units, the training of personnel for state and local public 
health work, and provision of measures for the prevention, 
treatment, and control of disease. The section would also 
authorize the Surgeon General of the U. S. Public Health 
Service to provide demonstrations and to train personnel for 
state and local public health work. 

Association Position.—The Association opposes 
these bills since they would federalize certain health activities 
that can and should be planned for and operated on a local 
level and because the bills are incompatible with the sound 
philosophies concerning the rendition, distribution, and finan- 
cing of medical care enunciated by the Association. 


H. R. 4593 

Introduced by Mr. Hagen of Minnesota and referred to the 
Committee on Interstate and Foreign Commerce. 

Digest of Bill.—The bill would authorize federal assistance 
to voluntary, nonprofit associations offering prepaid health 
service programs to secure facilities and equipment through 
long term interest bearing loans. The bill would make available 
federal funds that could be borrowed at 2% interest for the 
purpose of operating health insurance plans, such funds to be 
used only for the construction of clinics and diagnostic and 
treatment centers. 

The Surgeon General of the U. S. Public Health Service, 
with the advice of a National Health Services Facilities Coun- 
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cil, would formulate standards for the making of loans, the 
determining of cligibility of organizations, the amount of 
loans, amortization, and determining priority for making loans. 

The bill defines “health services” as meaning “services such 
as are provided by physicians and dentists and similar pro- 
fessional groups, members of which are licensed under state 
laws, laboratory and x-ray services and other services related 
thereto.” 

Association Position —The Association actively the 
bill since it would federalize certain health activities which 
can and should be planned for and operated on a local level. 


MISCELLANEOUS 


S. 1436 

Introduced by Mr. Griswold of Nebraska and referred to 
the Committee on Government Operations. 

Digest of Bill.—This bill would establish a federal Board of 
Hospitalization to be composed of the Attorney General of 
the United States, the secretaries of Defense and the Interior, 
the Administrator of Veterans’ Affairs, the Federal Security 
Agency and the General Services Administration, and the 
Director of the Bureau of the Budget. The Administrator of 
Veterans’ Affairs would act as chairman of the board. 

The board would attempt to coordinate the construction 
and utilization of hospital facilities by the federal government 
to prevent overlapping and duplication of services and over- 
building of facilities. 

Association Position —The Association approves the prin- 
ciple of the establishment of a federal Board of Hospitalization 
but disapproves the present bill, and recommends that any 
board that is established be composed of the Secretary of the 
Interior, the Director of the Bureau of the Budget, and a 
representative of the Department of Defense and that the 
number of civilian members be at least equal to the number 
of government representatives. Government officials in charge 
of medical programs should serve in an advisory capacity only. 


S. 1584 

Introduced by Mr. Murray of Montana and referred to the 
Senate Committee on Labor and Public Welfare. 

Digest of Bill—The bill would charge the Public Health 
Service with responsibility for: (a) disseminating pertinent facts 
concerning leprosy, including information regarding the latest 
important medicines and methods for treating the disease; 
(>) advising and cooperating with other government and private 
agencies in this field; (c) studying and investigating conditions, 
problems and needs in this field; and (d) providing treatment 
in existing federal and state facilities or in new facilities or 
paying for necessary private medical care. 

In addition, the bill would authorize the establishment of a 
National Advisory Council on Leprosy, which would advise the 
Surgeon General of the Public Health Service. Programs would 
be authorized for rehabilitation and reemployment of leprosy 
patients, for financial assistance for patients and their de- 
pendents, and for compensation for disability. The bill would 
also authorize the expenditure of federal funds for research 
under the direction of the Surgeon General of the Public 
Health Service to discover causes and cures for the disease. 

Association Position —The Association actively opposes this 
bill because there are already existing agencies for such a 
program under the Surgeon General of the U. S. Public Health 
Service. In addition, the need for the type of expansion pro- 
posed by the bill has not been demonstrated. 


H. R. 3204 

Introduced by Mr. Yates of Illinois and referred to the 
House of Representatives Committee on Interstate and Foreign 
Commerce. 

Digest of Bill—The bill would authorize the U. S. Public 
Health Service to admit to its hospitals persons committed 
by state courts who are beneficiaries of the service or narcotic 
addicts. Such care would be subject to the availability of 
accommodations and within the discretion of the Surgeon 
General. 
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Association Position —The Association approves the bill 
because of the existing shortage of proper facilities for the 
persons covered by the bill. 


H. R. 3473 (similar bill: H. R. 4262) 

Introduced by Mr. Doyle of California and referred to the 
Committee on Education and Labor. 

Digest of Bills —The bills propose to establish an indepen- 
dent federal agency to be known as the Federal Agency for 
Handicapped, to provide various types of rehabilitative serv- 
ices to persons physically or mentally handicapped. The agency 
would absorb the functions of the Office of Vocational Re- 
habilitation; the Division of the Physically Handicapped in 
the Bureau of Labor Statistics; the functions of the Library of 
Congress in furnishing aid for the blind; and the functions of 
the Federal Security Agency with respect to the Vocational 
Rehabilitation Act and state grants for aid to the blind. The 
new agency also would coordinate all other rehabilitative 
measures for the benefit of handicapped persons, administered 
by other agencies of the government. 

The following specific programs, financed in whole or in 
part by the federal government and subject to federal approval 
and control, would be authorized: (a) loans to persons or 
corporations engaged in the rehabilitation of handicapped 
persons; (+) grants to states for payment of monthly benefits 
to needy handicapped persons unsuitable for rehabilitation; 
(c) grants to local school boards and nonprofit educational 
groups providing special services to handicapped persons; (d) 
establishment of a revolving loan fund to refinance state edu- 
cational rehabilitative plans; (¢) special federal and state 
recruitment and employment programs; (/) public safety pro- 
grams; (¢) special programs for severely handicapped persons, 
including establishment of workshops; (/) the establishment of 
rehabilitation centers; and (/) the establishment of a Federal 
Second Injury Act. 

Association Position —The Association opposes these bills 
pending the report of the new commission on federal-state 
relationships. 


H. R. 3551 (similar bill: H. R. 3604) 

Introduced by Mrs. Sullivan of Missouri and referred to the 
Committee on Interstate and Foreign Commerce. 

Digest of Bills.—The bills would amend Section 704 of the 
Federal Food, Drug and Cosmetic Act by restoring authority 
in the Food and Drug Administration to inspect factories with- 
out first making a request and obtaining permission. The 
exhibiting of appropriate credentials by an authorized officer 
or employee would authorize the entering and inspecting of 
“any factory, warehouse, or establishment in which food, 
drugs, devices, or cosmetics are manufactured, processed, 
packed or held” or to enter “any vehicle used to transport” 
such products. 

Association Position.—The Association approves the prin- 
ciple of the bills, provided that proper safeguards are included 
to protect the physician-pharmacist-patient relationship. It be- 
lieves that the inspection privilege should not be extended to 
confidential business and professional regards that have no 
specific bearing on the enforcement of the Food, Drug and 
Cosmetic Act. 

H. R. 4145 

Introduced by Mr. Bailey of West Virginia and referred to 
the House of Representatives Committee on Education and 
Labor. 

Digest of Bill_—The bill would authorize the expenditure of 
federal funds to states on a matching basis for industrial safety 
programs. The amounts payable to the various states would 
be based on population, the number of wage carners, special 
industrial hazards, area of protection, the cost of state ad- 
ministration, and the financial needs of the states. 

The Secretary of Labor would be charged with the re- 
sponsibility for administering the program and for passing the 
acceptability of state industrial safety plans. 

Association Position.—The Association oppeses the bill to 
await the findings of the commission being established to study 
federal-state relationships. 
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H. R. 4456 

Introduced by Mr. Heller of New York and referred to the 
House of Representatives Committee on Interstate and Foreign 
Commerce. 

Digest of Bill—The bill would authorize federal financial 
assistance to “certain large cities in the United States” with a 
population in excess of 100,000 for the establishment and 
maintenance of uniform centralized ambulance control systems. 
The sum of 2 million dollars would be authorized for this 
purpose to be administered by the “Federal Security Adminis- 
tration” through designated municipal agencies. 

Association Position.—The Association opposes this bill as 
unnecessary and an encroachment of the federal government 
in private and local government affairs. 


H. J. Res. 72 (identical bill: H. J. Res. 174) 

Introduced by Mr. Ray of New York and referred to the 
House of Representatives Committee on Interstate and Foreign 
Commerce. 

Digest of Resolutions.—These resolutions would authorize 
the Surgeon General of the Public Health Service, the Secre- 
tary of Agriculture, and the Secretary of the Interior to con- 
duct research, investigation, experiments, and demonstrations 
into the causes, effects, and means of prevention and control 
of air pollution. Appropriations would be provided for the 
next five years for this work. The Surgeon General, the 
Secretary of Agriculture, and the Secretary of the Interior 
could seck the assistance of other federal, state, and local as 
well as public and private agencies and bodies concerned with 
the problem. A joint annual progress report would be sub- 
mitted by the Surgeon General and the Secretary of the 
Interior to the Congress. 

Association Position.—The Association approves these reso- 
lutions because the subject is new and unknown in the field 
of medicine and research is necessary. 


H. Res. 146 

Introduced by Mr. Dollinger of New York and referred to 
the House of Representatives Committee on Rules. 

Digest of Resolution.—The resolution would authorize the 
creation of a select committee, composed of seven members 
of the House of Representatives, to be appointed by the 
Speaker to conduct a full and complete investigation and study 
of air pollution in the United States. The study would cover 
the causes, relative seriousness by area, effects, and methods 
of eliminating air pollution. 

The resolution calls for a report to the Congress and would 
give the committee the power to hold hearings and to sub- 
poena witnesses, documents and records. 

Association Position. —The Association approves this bill 
because the subject is new and unknown in the field of medi- 
cine and research is necessary. 


H. J. Res. 230 

Introduced by Mr. Hebert of Louisiana and referred to the 
Committee on the Judiciary. 

Digest of Resolution.—The resolution proposes an amend- 
ment to the Constitution of the United States which would 
limit the present scope of treaties and executive agreements. 
Specifically the proposed amendment would: (a) render void 
any treaty or executive agreement which denies or abridges 
any right enumerated in the Constitution; (+) outlaw any treaty 
authorizing any foreign power or international organization to 
adjudicate constitutional rights of United States citizens or 
any domestic issue; and (c) require domestic legislation to 
permit a treaty to become effective as internal law in the 
United States. 

To become operative the proposed Constitutional amend- 
ment, if adopted by Congress, must be ratified by the legis- 
latures of three-fourths of the states within seven years from 
the date of its submission. 

Association Positon.—The Association actively approves 
this resolution. This is in accord with the position adopted by 
the House of Delegates in December, 1952. 
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THE SCIENTIFIC EXHIBIT, ST. LOUIS 
CLINICAL MEETING, DEC, 1-4, 1953 


Arrangements are in progress for the Scientific Exhibit at 
the Clinical Meeting of the American Medical Association 
in St. Louis, Dec. 1-4, 1953. The Chairman of the Sub- 
committce on Scientific Exhibit is O. P. J. Falk, M.D., 18 
S. Kingshighway, St. Louis 8 The Scientific Exhibit will be 
correlated as far as possible with the various sections chosen 
for the meeting, and the subchairmen from St. Louis will act in 
an advisory capacity for the various section groups as follows: 


eee Ralph A. Kinsella, M.D 
Carl A. Moyer, M.D 
Peter Danis, M.D 
Obstetrics and Gynecology . Robert Crossen, M.D. 
Tuberculosis . ..Paul Murphy, M.D. 
Cc ardiovascular Disease. . Arthur E. Strauss, M.D. 
Arthritis... ... R. O. Muether, M.D 
G. V. Stryker, M.D 
Gastrointestinal Diseases. . Jos. W. Larimore, M.D 
Neuropsychiatry. .......... Edwin F. Gildea, M.D 


Application blanks for space in the Scientific Exhibit are 
now available and may be obtained from any of the physicians 
mentioned above or from the Director, Scientific Exhibit, 
American Medical Association, $35 N. Dearborn St., Chicago 
10. Applications will close on Sept. 15. 


NEW SECRETARY FOR COUNCIL ON MEDICAL 
EDUCATION AND HOSPITALS 


Dr. Edward L. Turner, dean of the School of Medicine 
and chairman of the Division of Health Sciences of the Uni- 
versity of Washington in Seattle since 1945, has been ap- 
pointed Secretary and administrative officer of the Council 
on Medical Education and Hospitals. Dr. Turner will assume 
the secretaryship on Oct. 1. 

Dr. Turner received the B.S. degree in 1922 and the MS. 
degree in 1923 from the University of Chicago. He received 
his M.D. from the University of Pennsylvania in 1928. After 
serving on the staff of Albert Merritt Billings Hospital, 
University of Chicago, Dr. Turner was appointed to the 
faculty of the American University of Beirut, where from 
1933 to 1936 he was professor of medicine. In 1936, Dr. 
Turner was appointed professor of medicine at Meharry Medi- 
cal College, and in 1938 he also became president of the 
college and continued in that capacity until 1944. During this 
period he supervised the reorganization of the schools of medi- 
cine, dentistry, nursing, medical laboratory technology, and 
dental hygiene as well as the George W. Hubbard Teaching 
Hospital of the college 

In 1944 Dr. Turner entered private practice in Bradford, 
Pa., but a year later was called to Seattle as dean and pro- 
fessor of medicine to organize the new medical school of the 
University of Washington. 

Dr. Turner has written numerous articles in the fields of 
physiology, internal medicine, tropical medicine, and medical 
education. He is a diplomate of the American Board of Inter- 
nal Medicine, is a former vice-president of the Association of 
American Medical Colleges, and is currently a member of the 
association's executive council. He is a member of the Wash- 
ington State Medical Association, a fellow of the American 
College of Physicians, a member of the Association of Ameri- 
can Physicians, and a member of the National Advisory Heart 
Council. Dr. Turner succeeds Dr. Donald G. Anderson, Sec- 
retary of the Council since 1947, who has been appointed 
Dean of the University of Rochester School of Medicine and 
Dentistry. 

Dr. Edward H. Leveroos, who has been Associate Secretary 
of the Council on Medical Education and Hospitals since 
1948, has been appointed to the newly created position of 
Director, Division of Hospitals and Graduate Education. of 
the Council on Medical Education and Hospitals. In this new 
position, Dr. Leveroos will be in direct charge of the Council's 
program of approving hospitals for internship and residency 
training and of the activities of the Council's staff in the pro- 
gram of the Joint Commission on the Accreditation of Hos- 
pitals. 


J.A.MLA., July 25, 1953 


Dr. Leveroos graduated from the Superior State Teachers 
College in 1931 and received his M.D. from the University of 
Minnesota in 1940. After interning at the Minneapolis General 
Hospital, Dr. Leveroos served in the Air Force until 1946, 
at which time he held the rank of Lieutenant Colonel. Dr. 
Leveroos received the degree of Master of Hospital Adminis- 
tration from Northwestern University in 1947. He was clinical 
director of the Veterans Administration Hospital, Hines, Ill, 
at the time he joined the Council's staff in 1947, 


FEDERAL MEDICAL LEGISLATION 


Broadening Social Security 

The present Social Security System would be broadly re- 
vised by a bill, S. 2260, introduced by Senators Lehman (D., 
N. Y.). Murray (D.. Mont.), Jackson (D.. Wash.), Humphrey 
(D.. Minn.), Kennedy Mass.), Douglas (D., IIL), Green 
(D. R. Morse (ind., Ore.), Pastore (iD. R. L), Neely 
(D., W. Va.), and Magnuson (D., Wash.). A number of changes 
are proposed, chief of which are (1) extension of coverage 
to an estimated 8 million persons not now covered, including 
members of the armed forces, farm owners, farm workers, 
additional household workers, ministers, certain groups of 
public employees, and some professional groups, including 
lawyers, veterinarians, accountants, architects, funeral directors, 
and engineers, but not physicians or dentists; (2) increase 
of that portion of wages subject to tax from $3,600 to $6,000, 
(3) increase of monthly dollar benefits of various types to a 
maximum of $162 for one individual who has been covered 
40 years and has a $500 a month average wage (sce Con- 
gressional Record 99:7984 [July 1] 1953); (4) increase of from 
$75 to $100 in the amount a retired person under the age 
of 75 could carn in a month without suspension of his benefit 
payment; (5) provision of benefits equal to primary retirement 
benefits for permanently and totally disabled persons. (Dur- 
ing periods of such disability, benefit status would be frozen 
so that, if the person already is or later becomes eligible for 
retirement benefits, the benefit level would not be reduced by 
wages lost because of disability.) To be eligible for permanent 
and total disability insurance the individual must have con- 
tributed for $ of the 10 years preceding his disability and for 
a year and a half in the three and one-fourth years immedi- 
ately preceding his disability. Disabled persons are required 
to submit to examination and reexamination from time to 
time under regulations of the Secretary of the Department of 
Health, Education, and Welfare. The Secretary could stop 
benefit payments if a disabled person refused rehabilitation, 
evaluation, and training. State rehabilitation agencies would 
furnish rehabilitation services and be reimbursed for the full 
cost from the social security trust fund. The Secretary is 
authorized to secure the cooperation of appropriate federal, 
state, or other political agencies and of private medical, den- 
tal, hospital, nursing, health, educational, and social welfare 
groups in carrying out the disability benefit section); and (6) 
establishment of a cash sickness insurance, with benefits 
limited to 26 weeks, for persons temporarily disabled. 

This bill was referred to the Committee on Finance. It is 
identical with H. R. 6034 (Dingell, D.. Mich), H. R. 6035 
(Bolling, D.. H. R. 6036 (Roosevelt, D. N.Y), H.R. 
6041 (Celler, D. N. YO. H. R. 6042 (Dodd, D., Conn.), 
H. R. 6043 (Eberharter, D. Pa, H. R. 6044 (Elliot, D., 
Ala), H. R. 6045 (Howell, D. N. J), 6046 (Rhodes, 
Pa, H. R. 6056 (Shelley, D., Calif), and H. R. 6072 
(Holifield, D., Calif.), all of which were referred to the Com- 
mittee on Ways and Means. 


Transportation of Fireworks 

Senator Bridges (R., N. H.) in S. 2245 proposes to prohibit 
the transportation of fireworks into states that prohibit their 
sale. This bill is identical with H. R. 116 (Church), previously 
reported, recently amended, and reported favorably to the 
House by the Committee on the Judiciary. Kt was referred 
to the Committee on the Judiciary. 


The summary of federal legislation was prepared by the Washington 
Office of the American Medical Association and the summary of state 
legislation by the Bureau of Legal Medicine and Legislation. 
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Medical Care for Veterans 

Congressman Teague (D., Texas) in H. R. 6015 would 
amend the present law on hospitalization and medical care of 
veterans to make the Administrator rather than the veteran 
determine whether the veteran is able to pay for non-service- 
connected disability or illness care. Hospitalization and treat- 
ment in non-service-connected cases would still depend on 
the availability of beds. A preference order would be estab- 
lished for admission of veterans with non-service-connected 
iliness, preference being given “after emergency cases .. . 
to those in need of extensive hospital treatment for chronic 
or long-term non-service-connected ailments to the extent 
that facilities available for cases in these categories will per- 
mit. In determining whether the veteran is unable to defray 
the necessary expenses of hospitalization, the Administrator 
shall take into account, along with other factors, the fact 
that a veteran has an insurance contract, on a prepaid or re- 
imbursement basis, covering all or part of needed hospital 
care, or is otherwise covered for all or part of necessary hos- 
pital care.” This was referred to the Veterans’ Affairs Com- 
mittee. 


Loans to College Students 
Congressman Boland (D., Mass.) in H. R. 6079 

to establish a federal scholarship revolving loan fund to which 
each state would contribute an amount not to exceed 10° 
of the loans advanced to that state's students during the pre- 
ceding year. Loans would be made at the rate of not more 
. than $1,000 a year for college-grade studies and $1,500 a year 
for postcollege-grade studies over a period of four years. 
States would furnish lists of eligible borrowers to the U. S. 
Commissioner of Education, but advances could be made only 
to students accepted by an educational institution. This meas- 
ure was referred to the Committee on Labor and Education. 


STATE MEDICAL LEGISLATION 


California 

Bills Enacted.) 167, was adopted June 10, 195). It directs the 
Interem Committee on Public Health to study and analyze all facts relating 
to the whole field of public health including hospital districts, operation of 
ambulances, fluoridation of water, of massage 
coroners and revision of the coroner system, cic. H.R. 115, was adopted 
June 9, 1953. It would memorialize Congress to take the necessary steps 
to insure that sufficient funds be appropriated to the appropriate agencies 
s© that adequate medical care and treatment is accorded to ill and disabled 
veterans and further to take necessary steps to imeure that se more 
veterans howitals are closed until such time as there is conclusive 
showing that a surplus of beds for veterans who need care exists. A. 1175, 
has become ch. 1045 of the laws of 195). It amends the medical practice 
act relating to reciprectty applicants who complete their course of tramung 
in a school which has been approved by the board at the time the 
reciprocity application is filed, if the school was approved by the board 
in 1949 of prior to that year and if the applicant meets certam other 
requirements. A. 2299, has become ch. 91) of the laws of 195). It amends 
the law relating to witnesses in narcotic cases by providing that ee witness 
may refuse to testify to any fact of produce any paper concerning which 
he is cxamined in such proceeding for the reason that his testimony of 
the production of the paper may tend to incriminate him. S. BR. 14), was 
adopted June 10, 1953. It directs the interim committee on the education 
and rehabilitation of handicapped children and adults to study and 
analyze the cxisting state polices pertaming to the education and rehabili- 
tation of all types of physically and mentally handicapped persons, «ith 
particular reference to the financial, administrative, profesional, and 
legal problems involved in providing special education and rehabilitation 
for such persons, including, but not limited to, the study, analysis, and 
investigation of all matters pertaining to this resolution. S. R. 174, was 
adopted June 7, 195}. It memorializes the Congress of the United States 
to take pecessary steps to insure that sufficient funds are appropriated to 
the appropriate agencies so that adequate medical care and treatment is 
accorded to i) and disabled veterans and to take necessary steps to 
imeure that ae more veterans hovpitals are closed until such time as there 
is a conclusive showing that a surplus of beds for veterans who need care 
exists. S. 60), has become ch. 1051, of the laws of 195). It amends the law 
relating to vocational nursing by, among other things, setting forth facts 
constituting conduct which would authorize the suspension 
or revocation of a nurse's license. It also authorizes the board to suspend 
the license of a person who is «© mentally i) as to be unable to carry 
on with safety to the public the practice authorized by the license. 5. 6, 
has become ch. 105) of the laws of 195}. It amends the law relating to 
nursing by. among other thongs. defimeng the term “anprefessional condect™ 
and by authorizing the board to suspend the lcense of a licentiate who is 
«© mentally i! as to be unable to carry on with safety to the public the 
practice authorized by the license. 


Bill Enacted...—/. 2756. has become ch. 6! of the resolves of 1953. It 
resolves that the commission established in 1941 to study the problem of 
a state medical and dental school under the jurisdiction of the University 
of Massachusetts also will consider the development of an adequate pro- 
gtam of higher education. 


Bil 4”) has become ch. 228 of the lows of 195). 
provides for the creation of a council on mental health to 
consult upon common in the field of mental health. 


Ohio 
Bill Introdeced.—§ 294. proposes regulations for the examination and 
treatment of mentally abnormal sex deviates by qualified psychiatrists. 
Billi Enacted...1i. 494. was approved June 195). It authorizes the 


anesthestics, innoculations, and immunizations, of other care as appears 
necessary for any child who is a ward of such board. 


Oklahoma 
Bills was approved June 15. 1983. is aniversity 
neurology service 


to provide the school of medicine of the University of Oklahoma with a 
means of furnishing professional education and research in psychiatry 
and neurology. and to provide for the administration and use of the 
facilities, located in the university hospital. for this purpose. H. 95), was 
approved June 20, 195). It makes & unlawful for any optometrist, 
physician or other person making cye examinations to receive of accept 
any rebate, Kickback, reward, or premiem from any optical company or 
any other person or to knowingly allow of permit any person engaged in 
Or interested in the sale of such optical goods to solictt business for any 
person licensed under the provisions of the medical practice act of 
the optometry practice act. S. 241, was approved June 12, 195). lt prowides 
appropriations for the Otlahoma commission for crippled children and also 
provides that whenever the terms “physician” and medical care and hospi- 
talization are used in the act the same shall include osteopathic practitioners 
and the services of osteopathic practitioners and hospitals within the scope 
of their practice as defined by state law. 


Pennsylvania 

Bills proposes the establishment of division of 
alcohol studies and rehabilitation to study the problems of alcohotimm, 
treat, and rehabilitate persons addicted to excessive use of alcoholic 
beverages and promote preventive and educational programs designed to 
climinate alcoholiom. 706, scholarships for the 


than four years after graduation from medical school. 
Bills was approved June 19. 195). It amends the 


»% years for second and subsequent offenses and by providing that in the 
case of second of subsequent offenses the offender shall not be entitled 
to a suspended sentence of to parole. H. 779. was approved June 19, 
1953. It amends the law relating to chiropractic by, among other things, 
authorizing the board to license by reciprocity individuals from other 
states and provinces of the Dominion of Canada if the standards of 
licensing in such states and provinces are substantially the same as those 
provided in Pennsylvania and if similar privileges are accorded persons 
licensed im thts Commonwealth and tf the applicants hold valid hoenses and 
if the applicable rules and regulations prescribed by the board are 
followed. 


Wisconsin 

Bilis Bmacted.S. 16), has become ch of the laws of 199). Ik 
amends the medical practice act by providing for an member 
of the state board of medical examiners. 5. 0. has become ch. 10 of 
the lows of 195). It is Bespital regulation and approval act requiring 
hospitals to obtain the approval of the state board of health before they 
engage in business. 
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Hawaii 
Bill Baacted.S_ 567 relating to the reporting of gunshot wounds was 
previously reported as having been approved June 16, 1953. The bill was 
not approved. It died in the House 
Maine 
Bill Enacted.—Hi. 1197. was approved May 195). It authorizes the 
governor to appoint a state committee on aging to study the problems, 
both of the state itself and its people, which arise with the tremendous 
increase in numbers and from changed attitudes towards our older 
citizens 
Massachusetts 
Nebraska 
Bim tnacted..1. R. 29. was adopted June 4, 195). It directs the 
Nebraska legislative council to study the medical, social, and economic 
problems pertaming to the aged and mentally ii. 
New Hampshire 
It 
nd 
evecutive-secretary of the cownty child welfere fund, upon the advice 
of ome of more reputable precticine physcians, to consent te medical. 
dental and surgical care, including wireery and the administration of 
cal education of qualified residents in the commonwealth Persons accepting 
such scholarships shall enter into an agreement with the commonwealth 
whereby they shall agree to serve in any State institution designated by 
the secretary of welfare as an intern of resident for a period of not less 
penalty provisions of the narcotic act by authorizing Imprmonment up to 


ARKANSAS 


Barlow Memorial Fund.—Friends of the late Dr. Brian FE. 
Barlow have established the Brian E. Barlow Memorial Fund, 
which will be used to purchase equipment at St. Mary's 
Hospital in Dermott. 


Society News.—The Arkansas Obstetrical and Gynecological 
Society, which was formed April 20 in conjunction with the 
Arkansas State Medical Society, elected Dr. Eugene T. Ellison, 
Texarkana, president, Dr. Willis E. Brown, Little Rock, 
president-elect, Dr. Robert W. Ross, Little Rock, secretary- 
treasurer, and Drs. Hoyt L. Choate, Little Rock, and Haynes 
G. Jackson, Hot Springs National Park, members of the 
executive committec. 


“Dr. Norris Day.”——Dr. Rutial O. Norris, Tuckerman, a past 
president of the Jackson County Medical Society, was recently 
honored by his community, which celebrated “Dr. Norris Day” 
with a public reception. Dr. Norris, who has practiced in 
Tuckerman for 40 years, has been president of the National 
Eclectic Medical Association and treasurer of the Arkansas 
Eclectic Medical Association. He is a past president of the 
Tuckerman Service Club. 


CALIFORNIA 


Postgraduate Courses.The University of California at Los 
Angeles School of Medicine and University Extension, in co- 
operation with the San Diego County Medical Society, offers 
postgraduate instruction in therapeutics, office gynecology, 
and peripheral vascular diseases in a program to be given 
from 9 a. m. to S$ p. m., Aug. 12, 19, and 26 in building 153, 
U. S. Naval Hospital, San Diego. Additional information may 
be secured from Dr. Thomas H. Sternberg, University of 
California Medical Extension, Los Angeles 24. 


Dr. Geiger Honored.— The president of the Republic of Brazil, 
His Excellency Getulio Vargas, has conferred on Dr. Jacob C. 
Geiger, health officer, Oakland, the highest degree of the 
decoration La Cruz del Sud (the Southern Cross), with the 
following citation: “For distinguished and valuable services 
rendered to the Government of Brazil and its people in the 
fields of public health, medicine, and science.” His native 
State, Louisiana, also honored Dr. Geiger by giving him a 
commission as « colonel on Governor Kennon’s staff and 
making him an honorary senator of the Louisiana State Senate. 


ILLINOIS 

Warning Against Wood Ticks.._Dr. Roland R. Cross, state 
public health director, Springfield, has issued a warning to 
outdoor recreation seekers concerning the dangers of being 
bitten by wood ticks, some of which transmit Rocky Mountain 
spotted fever. Three cases, one terminating fatally, have been 
reported in Hlinots since the last week in May. 


Dr. Ole Nelson Retires._Dr. Ole C. Nelson, medical super- 
intendent of Cook County Hospital, Chicago, has retired at 
the age of 7! after 42 years of service. Dr. Nelson, who was 
familiarly known as “Mr. County Hospital,” was honored at a 
staff luncheon at the hospital as well as at a reception and 
a tea at Karl A. Meyer Hall, the new interns’ residence. On 
behalf of the Cook County commissioners, officials, physicians, 
nurses, and other associates honoring Dr. Nelson, Dr. Karl A. 
Meyer, surgical director of Cook County institutions, 

Dr. Nelson with an automobile. 


Physicians are invited to send to this department tems of news of general 
interest, for cxample, those relating to society activities, new hospitals, 
education and publi health Programs should be received at least three 
weeks before the date of meeting. 
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Chicago 

Cardiac Funds to Researchers.—Checks totaling $91,800 were 
recently presented by the Chicago Heart Association to 13 
Chicago research scientists. The largest awards ($10,000 each) 
went to Drs. Albert Dorfman, George E. Wakerlin, Louis N. 
Katz, and Earl P. Benditt. 


“Golden Apples” Awarded.—The Raymond B. Allen instruc- 
torship awards, keys in the form of golden apples, have been 
presented by students at the University of Hlinois College of 
Medicine. Designed to honor excellency in individual instruc- 
torship, they were awarded to Dr. Heyworth N. Sanford, 
clinical professor of pediatrics; Dr. Frank B. Kelly, clinical 
professor of medicine; Dr. Norman B. Roberg, clinical assistant 
protessor of medicine; Theodore R. Sherrod, Ph.D., assistant 
professor of pharmacology; and Faith LaVelle, Ph.D., in- 
structor in anatomy. 


IOWA 


Dr. Tharp Honored.—Nearly 400 persons attended a dinner 
in the Monroe High School gymnasium to honor Dr. Herbert 
M. Tharp, who has served the community for 25 years. The . 
program, patterned after the television program, “This Is 
Your Life.” brought together persons who had played an 
important role in Dr. Tharp’s career, including a surgical 
nurse from the Chicago clinic where he took his internship, 
several of the womer who served in his office, his first patient 
in Monroe, and his first and last babies. The Monroe Com- 
mercial Club presented a scroll inscribed “A Salute to Dr. 
H. M. Tharp, whose 25 years of long, diligent and faithful 
service to the community as physician, surgeon and benefactor 
have earned for him this recognition.” 


LOUISIANA 

Society News.—At the annual meeting the New Orleans 
Graduate Medical Assembly elected Dr. Andrew V. Fried- 
richs, president, Dr. Woodard D. Beacham, president-elect, 
Drs. Howard R. Mahorner, Ambrose H. Storck, and Theodore 
L. L. Soniat, vice-presidents, Dr. Maurice E. St. Martin, 
secretary, and Dr. Jules Myron Davidson, treasurer. The 17th 
annual meeting will be held March 8-11, 1954, at the 
Municipal Auditorium. 


Portraits Presented to Tulane.—Oil portraits of the late Dr. 
Isadore Dyer, former dean, the late Dr. Wilbur C. Smith, 
professor of gross anatomy, and Dr. Edward L. King, pro- 
fessor emeritus of obstetrics, were recently presented to 
Tulane University of Louisiana School of Medicine, New 
Orleans. During the presentation ceremonies Dr. Lucien A. 
LeDoux, New Orleans, paid tribute to Dr. Dyer as the 
founder of the home in Carville for patients with leprosy in 
1894. Dr. Dyer, who was editor of the New Orleans Medical 
and Surgical Journal and of the American Journal of Tropical 
Diseases and Preventive Medicine, was twice Vice-President 
of the American Medical Association, and was one of the 
founders and fifth president of the Southern Medical Associ- 
ation. Dr. Isadore Dyer is head of the division of obstetrics 
at the school, and Dr. John Lewis Dyer, instructor in 
medicine. 


MASSACHUSETTS 


Dr. Kirkwood Appointed Health Commissioner.—Dr. Samucl 
B. Kirkwood, Brookline, has been appointed to a five year 
term as commissioner of public health of the Commonwealth 
of Massachusetts to replace Dr. Viado A. Getting, health 
commissioner for the past 10 years, who has been appointed 
professor of public health practice at the University of Mich- 
igan School of Public Health in Ann Arbor and consultant to 
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the Detroit Department of Health. Dr. Kirkwood, who in 
1934-1935 was epidemiologist for the division of tuberculosis 
of the Massachusetts Department of Health, in 1939 joined 
the faculty of the Harvard University School of Public Health, 
where since 1946 he has been assistant professor of maternal 
health. 


University News.—Dr. Joseph S. Barr, clinical professor of 
orthopedic surgery, and Dr. Fredrick J. Stare, professor of 
nutrition, Harvard Medical School, Boston, were among 13 
medical scientists who recently spent seven weeks in Indonesia 
as an international team recruited by the World Health Or- 
ganization to exchange scientific information with Indonesian 
colleagues. The Boston University School of Medicine 
announces that Dr. Martin J. English, after 22 years of 
service, has retired from his positions as professor and head 
of the department of pediatrics and chief of the pediatric 
service at the Boston City Hospital. Dr. Eli Friedman has 
succeeded Dr. English as chief of the pediatric service at the 
Boston City Hospital, and Dr. David M. Greeley, assistant 
dean at the Boston University School of Medicine, has been 
appointed acting head of the department of pediatrics and 
director of pediatric teaching at the Boston City Hospital. 


NEW JERSEY 

Society News.—The Radiological Society of New Jersey re- 
cently elected Dr. Vincent M. Whelan, Red Bank, president, 
Dr. Nicholas G. Demy, Plainfield, vice-president, Dr. Salomon 
Silvera, Jersey City, secretary, and Dr. Carye-Belle Henle, 
Newark, treasurer. 


Orthopedic Contest.The New Jersey Orthopaedic Society 
announces its annual contest (prize $100) for the best original 
contribution in the field of orthopedic surgery submitted by 
an intern or resident of a New Jersey hospital. The project, 
which may deal with any aspects of orthopedics, must be 
completed during the internship or residency, or within six 
months thereafter. Papers should be submitted to the secretary, 
Dr. William Kruger, 31 Lincoln Park, Newark, on or before 
Jan. 15, 1954, 


Dr. Rake Honored.—Dr. Geoffrey William Rake, recently 
elected mayor of Millstone, and coordinator of the office of 
scientific affairs of E. R. Squibb and Sons Division, Mathieson 
Chemical Corporation, has been named a member of the board 
of directors of the American Institute for the Tropics and 
chairman of its committee on medicine and public health. Dr. 
— was affiliated with the Johns Hopkins Hospital, Balti- 
. the Rockefeller Institute, New York, and the University 
of T Toronto in Canada before he became head of the micro- 
biology division of the Squibb Institute for Medical Research 
in 1937. Dr. Rake will attend the International Congress of 
Tropical Medicine and Malaria in Istanbul, Turkey, and will 
be U. S. delegate to the International Congress of Micro- 
biology, which will be held in Rome, Italy, in September. 


NEW YORK 


State Radiological Society Under the aegis and 
during the annual meeting of the Medical Society of the State 
of New York in Buffalo, the Radiological Society of New York 
State was organized to federate into one group the radiologists 
of the state, in order “to advance the knowledge of radiology 
not only for diagnostic but for treatment purposes and to 
advance the use of the new forms of radiant energy and to 
promote the betterment of public health.” A tentative con- 
stitution and bylaws were adopted and the following temporary 
officers elected: Dr. W. James MacFarland, Hornell, president; 
Dr. Percival A. Robin, Hempstead, vice-president; and Dr. 
Mario C. Gian, Buffalo, secretary and treasurer. 


Dr. Hilleboe Honored.—Dr. Herman EF. Hilleboe, Albany, 
New York state commissioner of health, was awarded an 
honorary doctor of science degree by Rochester University at 
its 103rd annual commencement. In making the presentation, 
Dr. George H. Whipple, dean, University of Rochester School 
of Medicine, cited Dr. Hilleboe as “physician, investigator, 
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administrator of rare vision and exceptional capacity for 
accomplishment.” Dr. Hilleboe, who previously served as 
epidemiologist in the state department of health, Minnesota, 
and in the National Institutes of Health, U. S. Public Health 
Service, Washington, D. C., was promoted to assistant surgeon 
general in 1944 and moved to New York State in 1947. 


New York City 

Dr. Swift Receives Award in Rheumatism.—The American 
Rheumatism Association recently bestowed on Dr. Homer F. 
Swift, member emeritus of the Rockfeller Institute since 
1946, its distinguished service award for research in rheu- 
matic fever. This is the second time the award has been made 
since the association was formed 23 years ago. 


At the annual dinner of the Surgical Supply Di- 
vision of the United Jewish Appeal, Dr. Marcus D. Kogel, 
commissioner of hospitals, was awarded a special citation for 
“his leadership in, and dedicated “service to, the progress of 
health-giving industry and the betterment of the city, and for 
outstanding service for the progress of our community.” 


University News.—-Dr. Richard C. deBodo, associate pro- 
fessor of pharmacology, New York University College of 
Medicine, has been appointed to the rank of full professor. 
Dr. deBodo formerly studied under a Rockefeller Fellowship 
in London with the University College and the National In- 
stitute for Medical Research, while holding teaching appoint- 
ments as an associate professor of pharmacology from 1920 
through 1929 with the University of Pécs in his native Hun- 
gary. He has been on the faculty of the College of Medicine 
since 1929 and served as acting chairman of the department 
of pharmacology for six months in 1952. 


New Medical Director for Equitable Life.—-Dr. Norvin C. 
Kiefer, director of the Health and Special Weapons Defense 
Division of the Federal Civil Defense Administration since 
1951, has been appointed chief medical director of the Equit- 
able Life Assurance Society of the United States, effective 
Aug. |. Dr. Kiefer was commissioned in the regular corps of 
the U. S. Public Health Service in 1945, transferred to the 
Office of the Surgeon General of the U. S. Public Health 
Service in 1948 and placed in charge of a new program of 
Health Emergency Planning, and a year later made director 
of the Medical Services Division of the National Security 
Resources Board. 


Pe 


OHIO 

Wading Pool.—A children’s wading pool was re- 
cently dedicated at the War Memorial Park, Toronto, as a 
memorial to Dr. Horace D. McCulloch, who practiced in that 
town for 40 years. Dr. McCulloch founded and was for many 
years director of the city health department. Contributions for 
the pool, which was a project of his fellow members of the 
Toronto Kiwanis Club, were made by various local church, 
social, fraternal, and industrial organizations. 


President McCormick Honored.—In recognition of the election 
of Dr. Edward J. McCormick, Toledo, to the Presidency of the 
American Medical Association, the House of Representatives 
of the 100th Ohio General Assembly recently adopted a reso- 
lution “in tribute and respect to an outstanding Ohioan who 
through the forces of industry, ability, and leadership has 
attained one of the highest honors his profession can bestow 
upon him.” The resolution pointed out that Dr. McCormick, 
a past president of the Ohio State Medical Association, has 
served in numerous other official capacities from the local to 
the national levels; that in 1949 he was a member of the 
medical mission invited by General Douglas MacArthur to 
make a survey of Japan's health needs; and that in the follow- 
ing year he went to Geneva as a U. S. delegate to the third 
assembly of the United Nation's World Health Organization. 
Dr. McCormick was recently honored also by Xavier Univer- 
sity, Cincinnati, which bestowed on him the honorary degree 
of doctor of laws during its commencement exercises, at 
which he delivered the principal address. 
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PENNSYLVANIA 

Commission on Geriatrics.—The Medical Society of the State 
of Pennsylvania has appointed the following commission on 
geriatrics: Drs. B. Franklin Rosenberry, Palmerton, chairman; 
Joseph T. Freeman, Philadelphia, chairman of the Commission 
on Geriatrics of the Philadelphia County Medical Society; 
Andrew B. Fuller, Pittsburgh; William J. Daw, Wilkes-Barre; 
Harry M. Klinger, Danville; George W. Chamberlin, Reading; 
George B. Rush, Aliquippa; Roy W. Goshorn, Allentown; and 
Edward F. Corson, Philadelphia. The commission, expressing 
its desire to cooperate with state agencies having to do with 
problems of the aged, has offered its services in the medical 
field. 


Pittsburgh 

Society News.—The Pittsburgh Roentgen Society has elected 
Dr. Edwin J. Euphrat, president, Dr. Peter M. Feltwell, vice- 
president, Dr. Donald H. Rice, secretary, and Dr. Newton 
Hornick, treasurer. 


Grant for Investigation of Alaskan Health Problems.—Dr. 
Thomas Parran, dean of the Pittsburgh Graduate School of 
Public Health, will direct a study of health problems in 
Alaska under the sponsorship of (1) the U. S. Department of 
the Interior, which has made a $90,000 grant, (2) the govern- 
ment of Alaska, and (3) the several federal departments con- 
cerned with health problems there. A team of public health 
specialists from the university, consisting of Dr. Parran, Dr. 
James A. Crabtree, professor of public health practice, Antonio 
Cioceo, Sc.D., professor of biostatistics, and Walter J. Me- 
Nerney, assistant professor of hospital administration, will 
conduct a survey this summer and another during the summer 
of 1954. The project will attempt to learn more about the 
health status of Alaska’s native population and to develop 
both immediate and long-range plans for improved health 
services for both the native and non-native population. It is 
scheduled to be completed by Dec. 31, 1954. The work is to 
“include but not be limited to” the following fields: (1) col- 
lection and analysis of available data on the general health 
and hospital problems of the native and contiguous white 
population, with special data on tuberculosis, pneumonia, 
maternal and child health, mental health, and crippled chil- 
dren's services; (2) description and analysis of existing pro- 
grams, facilities and services, federal, territorial, and private, 
available to meet these health problems, and the legal and 
administrative arrangements under which they operate; (3) 
preparation of immediate and long-range recommendations on 
(a) medical programs, hospitals, and other facilities, and 
services required to meet both general and specific health 
problems and (>) the organizational, administrative, and finan- 
cial arrangements for federal, territorial, and nongovernmental 
responsibility and participation. 


SOUTH CAROLINA 

Cancer Grant.—According to the Columbia Medical Society 
of Richland County, S. C., Inc., the Richland County Legis- 
lative Delegation has sponsored an appropriation of $2,500 to 
be used by the Bob Seibels Jr.. M.D., Memorial Laboratory, 
Columbia, in detection of cervical cancer among indigent 
patients. To qualify for this free service, the physician need 
merely give the name and address of the patient and state that 
he is making no charge for his services to her. Physicians 
desiring to make use of this cytodiagnostic method can obtain 
the blank forms and containers by calling the laboratory 
(2-2139). 


TEXAS 

University News.—The University of Texas Alumni Associa- 
tion has elected Dr. Thomas M. Oliver, Waco, president; Dr. 
Howard O. Smith, Marlin, president-elect; Dr. Kleberg Eck- 
hardt, Corpus Christi, vice-president; and Miss Mildred Robert- 
son, Galveston, secretary-treasurer. 


Courses at Poliomyelitis Respirator Center.— Physical therapy 
procedures in the comprehensive treatment of the cardio- 
respiratory poliomyelitis patient are considered in relation to 


J.A.M.A., July 25, 1953 


the physiological, psychological, and sociologic ications in 
the courses being given at the Southwestern Poliomyelitis 
Respirator Center, Jefferson Davis Hospital, Houston. Courses 
of four weeks will start on Aug. 3, Aug. 31, Sept. 28, and 
Oct. 26. For additional information write to Laura K. Smith, 
Supervisor of Education. 


VIRGINIA 


Dr. Nicholls Retires.—Dr. James B. Nicholls, superintendent 
and medical director of Catawba Sanatorium, recently retired 
after 36 years of service. Dr. Cecil C. Smith, who was for- 
merly affiliated with a VA Tuberculosis Center in Mississippi, 
has been appointed as Dr. Nicholls’s successor. 


Dr. Martin Honored.—Dr. Walter B. Martin, Norfolk, 
President-Elect of the American Medical Association, was 
recently honored at a Portsmouth Naval Hospital dinner, 
presided over by Rear Adm. Sterling 8. Cook (MC), U. S. N., 
new medical director of the hospital. Among the speakers who 
paid tribute to Dr. Martin were Dr. James L. Hamner, 
Mannboro, president, Medical Society of Virginia; Dr. Edward 
E. Haddock, mayor of Richmond; Dr. James M. Hutcheson, 
Richmond, member of the A. M. A. House of Representatives; 
Rear Adm. L. N. Kiland, U. S. N. commandant of the Fifth 
Naval District; and Dr. Clayton W. Eley, president of the 
Norfolk County Medical Society. The banquet was attended 
by 175 federal service physicians and a group of physicians 
from Norfolk, Portsmouth, Richmond, Charlottesville, and 
Suffolk. 


WEST VIRGINIA 

Hospital News.—Ground was broken at Beckley July 4 for 
a new 200 bed hospital, the first of 10 to be built for the 
beneficiaries of the United Mine Workers of America Welfare 
and Retirement Fund, of which John L. Lewis is chairman 
of the board of trustees. Among those participating in the 
ceremonies were Governor William C. Marland, formerly a 
coal miner, Mayor George B. Chambers, Beckley, Dr. John T. 
Morrison, Washington, D. C., assistant executive medical 
officer of the fund and president of the Memorial Hospital 
Associations, Dr. Frederick D. Mott, Washington, D. C., 
medical administrator of the associations, and Dr. Deane F. 
Brooke, Beckley, United Mine Workers area medical adminis- 
trator. Four operating and two delivery rooms will be con- 
structed in the hospital and an outpatient clinic in a separate 
building. X-ray, laboratory, and other medical service depart- 
ments will serve both clinic and hospital patients. Buildings 
will be constructed to provide a limited number of apartments 
for nurses and technicians and to house the school of practical 
nursing and students’ dormitory. 


Personal.—The following physicians were recently elected to 
honorary life membership in the West Virginia State Medical 
Association: David F. Pauley, Jeffery, Charles W. Lemon, 
Lewisburg, Desausseur G. Preston, Lewisburg, Benjamin A. 
Smith, South Charleston, Ira Connolly, Parkersburg, and 
Joseph U. Kimble and Clare F. Shafer, both of Grafton.—— 
Dr. Henry M. Brown, Belle, plant physician for E. 1. DuPont 
de Nemours Company, who retired May | after 33 years’ 
service, accepted appointment as county health commis- 
sioner of Clinton County, Ohio. His new offices are located 
at Wilmington, Ohio.——Dr. Leonard E. Neal, Clarksburg, 
has been elected president of the West Virginia Univer- 
sity Alumni Association.——Former students of Gideon Stan- 
hope Dodds, Ph.D., of Morgantown, who taught histology 
and embryology at the West Virginia University School of 
Medicine from 1918 to 1951, have arranged to have his 
portrait painted for the lounge of the new school of medicine. 
Dr. Henry C. Huntley, Charleston, director of disease 
control, state department of health, since May 1, 1950, has 
resigned to accept appointment as medical consultant in the 
civil defense program, with offices in West Chester, Pa., where 
his address is FCSC, Region 2, High and Market Streets. 
Dr. William R. Laird, founder and chief surgeon of the Laird 
Memorial Hospital in Montgomery, was awarded the honorary 
degree of doctor of humane letters by West Virginia Wesleyan 
College in Buckhannon at the 63rd annual commencement. 
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Muscular Dystrophy Grants.—The Muscular Dystrophy Asso- 
ciations of America, Inc. during the first half of 1953 
have financially supported research programs in 25 institutions 
in the United States and one in France, expending a total of 
$280,802 for 27 projects. The largest grant, $61,495, went to 
New York Hospital, Cornell University Medical College, New 
York, for an investigation into the pathogenesis of progressive 
muscular dystrophy by Dr. Ade T. Milhorat. 


Essays on Psychosomatic Medicine Invited.—The American 
Psychosomatic Society, which will hold its annual meeting at 
the Jung Hotel in New Orleans, March 27-28, 1954, invites 
submission of titles and abstracts of papers for consideration 
for the program. The time allotted for the reading of each 
paper will be 25 minutes. The committee is interested in in- 
vestigations in the theory and practice of psychosomatic 
medicine as applied to adults and children in all the medical 
specialties, and in contributions in psychophysiology and 
ecology. Abstracts should be submitted in quadruplicate, before 
Dec. 1, to Dr. George L. Engel, chairman, program committee, 
551 Madison Ave., New York 22. 


Director of Tuberculosis Education Appointed.Dr. Julius 
Lane Wilson, Philadelphia, director of clinics and professor 
of medicine in the Henry Phipps Institute for the Study, 
Treatment and Prevention of Tuberculosis, University of Penn- 
sylvania, and chief consultant to the Bureau of Tuberculosis 
Control, Pennsylvania Department of Health, has been named 
to the newly created post of director of medical education, 
medical section, National Tuberculosis Association. He will 
continue to devote part of his time to his work in Philadelphia. 
Dr. Wilson was formerly visiting physician of Charity Hos- 
pital of Louisiana and head of the section on chest diseases 
at the Ochsner Clinic, New Orleans. He has taught at Yale 
University School of Medicine, New Haven, Conn., and at 
Tulane University of Louisiana School of Medicine, New 
Orleans. 


Society News.—At the annual meeting at the Lake Placid 
Club, Essex County, N. Y., the American Gynecological 
Society elected Dr. Richard W. TeLinde, Baltimore, president, 
Drs. Karl H. Martzloff, Portland, Ore.. and Arthur H. Bill, 
Cleveland, vice-presidents, Dr. John L. Brewer, Chicago, secre- 
tary, and Dr. Robert A. Kimbrough Jr., Philadelphia, treasurer. 
The society will hold its 1954 annual meeting at the Home- 
stead, Hot Springs, Va.. May 20-22. The following physi- 
cians participated in a panel entitled “Working Together for 
Healthier Mothers and Children” at the first annual meeting 
of the National Nursing Association in Cleveland, June 22: Dr. 
Benjamin M. Kagan, chairman, department of pediatrics, 
Michael Reese Hospital, Chicago; Dr. Nicholson J. Eastman, 
obstetrician-in-chief, Johns Hopkins Hospital, Baltimore; and 
Dr. Helen M. Wallace, director, bureau for handicapped 
children, New York City Department of Health. 


Prize Essay Contest in Dermatology.—The American Derma- 
tological Association will award cash prizes ($500, $300, and 
$200) for the best essays submitted for original work. not 
previously published, relative to some fundamental aspect of 
dermatology or syphilology. Competition is open to scien- 
tists generally, not necessarily to physicians. Manuscripts, typed 
in English with double spacing and ample margins as for 
publication, together with illustrations, charts, and tables, all 
of which must be in triplicate, are to be submitted not later 
than Dec. | to Dr. J. Lamar Callaway, Secretary, American 
Dermatological Association, Duke Hospital, Durham, N. C. 
Results will be announced before Jan. 1, 1954. The candidate 
winning first prize may be invited to present his paper before 
the annual meeting of the American Dermatological Associ- 
ation (April 13-17, 1954, at the Greenbrier Hotel, White 
Sulphur Springs, W. Va.), with expenses paid in addition to 
the $500 prize. 


Mississippi Valley Contest Winners.—The Mississippi Valley 
Medical Society announces the following winners of the 1953 
essay contest: Dr. Arthur H. Keeney, clinical instructor in 
ophthalmology, University of Louisville School of Medicine, 
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has won first prize “for the best unpublished essay on a subject 
of practical and applicable value to the general practitioner of 
medicine.” Dr. Keeney will present his essay “Grass Roots 
in the Prevention of Blindness” at the annual mecting of the 
society in Springfield, Ul.. Sept. 24, and will receive a cash 
award, a gold medal, and a certificate of award. Second prize 
was awarded to Dr. Louis T. Palumbo, chief, surgical service, 
VA Center, Des Moines, lowa, for his paper “Physiological 
Changes of the Upper Gastrointestinal Tract Following Com- 
bined Upper Gastrectomy and Vagus Resection.” Dr. A. 
Henry Clagett Jr.. VA Hospital, Wilmington, Del. (Some 
Common Complications of Myocardial Infarction”) and Dr. 
Walter M. Block, Cedar Rapids, lowa (“Infant Feeding with 
Homogenized Milk”) tied for third prize. 


Prevalence of Poliomyelitis.— According to the National Office 
of Vital Statistics, the following number of reported cases of 
poliomyelitis occurred in the United States, its territories, and 
possessions in the weeks ended as indicated: 


July 11, 
Total duly 12, 

Paralvtic Wwe 

Reported Total 


Area Type 
New Foeland States 
Maine ? 3 
Vermont 1 3 
Rhode ! 
Mikkile Atlantic States 
Fast North Central State« 
West North Central State« 
Minnesota....... 8 17 
North Dakota ; 
South Atlantic States 
Marviand......... 
lhistriet of Columbia > 
West Virginia......... 7 
East South Central State« 
West South Central States 
7 2 47 
Mountain States 
Idaho 3 
W vomilte........ 1 
le 
Pacific States 
Washington.......... 7 Is 
0.06 4000008 23 ” 
Territories and Possessions 
2 2 ll 
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Skinner Memorial Lecture.—Friends of the late Dr. Edward 
Holman Skinner, Kansas City, Mo., are assembling a memorial 
fund, the earnings of which and parts of the principal, if 
necessary, will be used to defray the expenses of a physician 
to deliver the opening lecture each year at the fall conference 
of the Kansas City Southwest Clinical Society, which Dr. 
Skinner founded. The trust agreement provides for suitable 
use of any surplus funds by contributions to the medical 
libraries of the Jackson County Medical Society and of the 
University of Kansas Medical Center. No campaign or general 
solicitation will be made, but funds in any amount from friends 
of Dr. Skinner will be gladly received and only the name of 
the donor recorded in the book of donors. Checks should be 
sent to the Edward Holman Skinner Memorial Fund, “eo 
Traders National Bank, 1111 Grand Ave., Kansas City 6, Mo. 
The first Edward Holman Skinner Memorial Lecture, “Car- 
cinoma of the Lung,” will be delivered by Dr. Alton Oschner, 
New Orleans, on Sept. 28 as the opening feature of the 3ist 
annual fall clinical conference of the Kansas City Southwest 
Clinical Society. 


March of Dime Grants.—The National Foundation for In- 
fantile Paralysis recently announced approval of new March 
of Dimes awards amounting to $2,283,384 to 21 universities, 
medical schools, hospitals, and organizations for the support 
of poliomyelitis research and professional education programs: 
$762,380 for research seeking methods for preventing the 
disease and developing improved methods of treatment and 
$1,521,004 for programs in professional education. In the 
latter classification, $334,108 was awarded for pilot studies 
“to integrate the concept and skills of complete medical re- 
habilitation” in the curricula of George Washington University 
School of Medicine, Washington, D. C., the University of 
Pennsylvania School of Medicine, Philadelphia, New York 
University College of Medicine, and Cornell University 
Medical College, New York. According to Mr. Basil O'Conor, 
president of the foundation, since 1938 the March of Dimes 
organization has provided 50 million dollars for studies of 
medical care problems, aid to professional education, and the 
support of polio research; an additional 148 million dollars 
was spent for treatment for patients requiring financial 
assistance. 


Radiological Conference in Denver.—The Midsummer Radi- 
ological Conference of the Rocky Mountain Radiological Soci- 
ety will be held in the Lincoln Room, Hotel Shirley-Savoy, 
Denver, Aug. 20-22, under the presidency of Dr. H. Milton 
Berg, Bismarck, N. D. Dr. Edward J. McCormick, Toledo, 
Ohio, President of the American Medical Association, will be 
the speaker at an informal banquet Friday, 7:30 p. m., at 
which Dr. Kenneth D. A. Allen, Denver, will act as toast- 
master. Other guest speakers and their first presentations 
include: 
David G. Pugh, Rochester, Minn., Myelofibrosis and Myclosclerosis. 
Merrill C. Sosman, Boston, Roentgen Studies in Patients with Mitral 
Disease. 
Sven Roland Kieliberg, Stockholm, Sweden, Value of Heart Volume 
Determinations. 
D. B. MeGrigor, London, . Reminiscences of 44 Years of 
Radiology in the British Army Medical Service. 
Frederic E. Templeton, Scattle, Muscular Contraction Patterns in 
Certain Esophageal Conditions. 
Vincent W. Archer, Charlottesville, Va.. Protection of Radiological 
Personnel During Diagnostic Procedures. 
John P. Caffey, New York, Pulmonary Cysts of Early Infancy: Their 
Natural Regression. 
Thursday Dr. Berg and Dr. Lumir R. Safarik, president of 
the Denver Medical Society, will preside at the joint meeting 
with the Denver Medical Society, & p. m., following an in- 
formal guest speakers’ dinner at 6 p. m. Dr. Sosman will serve 
as moderator for a film reading session with Drs. Archer, 
Caffey, Kjellberg, Pugh, and Templeton as collaborators. 


DEATHS IN OTHER COUNTRIES 

Prof. Dr. Friedrich Franz Friedmann, professor of tuberculosis 
at Berlin University, died at Monte Carlo, Feb. 19, at the 
age of 77. 
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MEETINGS | 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, $35 North 
Dearborn St., Chicago 10, Secretary. 
1953 Clinical Session, St. Louis, Dec. 1-4. 
1954 Annual Session, San Francisco, June 21-25. 
1954 Clinical Session, Miami, Florida, Nov. 30-Dec. 3. 
1958 Annual Session, Atlantic City, N. J., June 6-10. 
1955 Clinical Session, Boston, Nov. 29-Dec. 2. 


AMPRICAN ASSOCIATION OF OSTETRICIANS, GYNECOLOGISTS AND ABDOMINAL 
Surcrons, The Homestead, Hot Springs, Va.. Sept. 10-12. Dr. William 
F. Mengert, 2211 Oak Lawn Ave.. Dallas, Texas, Secretary. 


Concerss oF Prysicat Palmer House, Chicago, 
Aug. 31-Sept. 4. Dr. Walter J. Zeiter, 4%) North Michigan Ave., Chicago 
2, Executive Director. 


Direretic Association, Los Angeles, Aug. 24-28. Miss Ruth M. 
Yakel, 620 N. Michigan Ave., Chicago 11, Executive Secretary. 


Awraican Society, Commander and Continental 
Hotels, Cambridge, Mass., Aug. 17-22. Dr. John A. Abbott, Massachu- 
setts General Hospital, Boston 14, Secretary. 


Ampanan Assoctation, San Francisco, Aug. 31-Sept. 3. Mr. 
George Bugbee, 18 East Division St., Chicago 11, Executive Director. 


American Soctrety Por axnp Expramentat 
Fall Meeting, Yale University, New Haven, Conn., Sept. 7-9. Dr. Carl 
C. Pteiffer, 1853 West Polk St., Chicago 12, Secretary. 


Brot AL PHorocaarmic Association, Hotel Statler, Los Angeles, Aug. 
31-Sept. 3. Miss Jane H. Waters, 533 West S7?th St. New York 19, 
Secretary. 


Socrwty, Mark Hopkins Hotel, San Francisco, Aug. 
25.27. Dr. Nathan W. Shock, Baltimore City Hospitals, Baltimore 24, 
Secretary. 

Mowtasa Mepicat Assoctation, Northern Hotel, Billings, Sept. 17-20. 
Mr. L. R. Hegland, 104 North Broadway, Billings, Executive Secretary. 


Natronat Mepiat Association, Nashville, Aug. 10-14. Dr. John 
T. Givens, 1108 Church St., Norfolk 10, Va., Executive Secretary. 


Pacts Socrwry of Harrison, B. C.. Sept. 
18-19. Dr. Clarence C. Pearson, 1115 Terry Ave. Seattle 1, Wash., 
Secretary. 


Recionat Amenican Cortece oF Prysictans: 
Nortw Dakota, Fargo, Sept. 12. Dr. Robert B. Radi, 221 Fifth St., 
Bismarck, Governor. 
Agkansas-Oxtanoma, Oklahoma City, Sept. 19 Dr. Wann Langston, 117 
North Broadway, Oklahoma City 2, Governor. 


Socaty oF American Palace Hotel, San Francisco, Aug. 
10-14. Dr. John H. Bailey, Sterling-Winthrop Research Institute, Rens- 
selaer. N. Y., Secretary. 


U. S. Cearres, Cottece oF Surcrons, Waldorf-Astoria, 
New York, Sept. 13-17. Dr. Karl ioe, 1816 Lake Shore Drive, 
Chicago 10, Secretary. 


Uran Stare Mepicat Association, Salt Lake City, Sept. 10-12. Dr. Home> 
E. Smith, 42 South Fifth East St., Salt Lake City 2, Secretary. 

Wasniscron Stare Mepicat Association, Olympic Hotel, Seattle, Sept. 
13-16. Dr. Bruce Zimmerman, 338 White-Henry-Stwart Bidg., Seattle 1, 
Secretary. 


FOREIGN 

Association of Surceons of Garat anp Leeds, England, 
May 13-15, 1954. Dr. Henry W. S. Wright, 45 Lincoln's Inn Pields, 

W.C.2, England, Honorary Secretary. 

Caxapias Mepicat Association, Vancouver, B. C., Canada, June 18-22, 
1954. Dr. T. C. Routley, 135 St. Clair Ave. W., Toronto $5, Ont., Canada, 
General Secretary. 

Covoeess oF Anestuesta Restaacn Socrery, 
Frontenac, Quebec, Canada, October 26-29. Dr. A. William Friend, $15 
Nome Ave., Akron 20, Ohio, Chairman, Program Committee. 

Cosnoerss oF THe INTERNATIONAL AssoctaTION oF LimNotooy, Cambridge 
and Windermere, England, Aug. 20-30. For information write: Professor 
G. C. Hutchinson, Osborn Zoological Laboratory, Yale University, New 
Haven, Conn., U. S. A. 

of tHe Acamst Reeumatism, Geneva, 
Switzerland and Aix-les-Bains, France, Aug. 23-29. For information write: 
Dr. W. Tegner, The London Hospital, London E.1, England. 

Conoarss oF THe INTRENATIONAL SoctETY OF ANGIOLOGY, Lisbon, Portugal, 
Sept. 18-20. Dr. Henry Haimovici, 105 East 90th St. New York 28, 
N. Y., U. S. A., Secretary. 

Conocerss oF THe INTERNATIONAL SoctETY OF Lisbon, Portugal, 
Sept. 14-20. Dr. L. Dejardin, 141, rue Belliard, Brussels, Belgium, Gea- 
eral Secretary. 

Meetinc, Mepicat Association, University of Brussels 
Medi at School, Brussels, Belgium, Sept. 24-27. Dr. Andre Allard, 

al Director of SABENA, 145 Rue Royale, Brussels, Belgium, 
Secretary. 
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. Brazil, 


CONPPRENCE ON THROMPOsIS AND Basle, Switrer- 
land, July 15-19, 1954. Dr. W. Merz, Chief Medical Officer, Gynecologi- 
cal Clinic, University of Basie, Basie, Switzeriand, Hon. Secretary 

INTeRNATIONAL CONGRESS OF ACUPUNCTURE, Kolpinghaus, Adolf-Kolping- 
Strasse 1, Munich, Germany, August 22-25. Dr. G. Bachmann, 29 Lilien- 
strasse, Miinchen 9, Germany, Organizer and Secretary. 

InTeRNATIONAL CoNGRESS OF ELECTROPNCEPHALOGRAPHY aND 
Boston, Mass., U. S. Aug. 18-21. Dr. Robert S$, 
Schwab, Massachusetts General Hospital, Boston 14, Mays. U. S. A, 
Secretary-General. 


INTERNATIONAL Concerss oF THE EURorran SocteTy oF HarMaToroey, 
Amsterdam, Holland, Sept. 8-12. Dr. M. C. Verlioop, Maliesingle 15, 
Utrecht, Holland, Secretary. 


InTeRNATIONAL Concress on Genetics, Bellagio, Nally, August 24-31. Prof. 
C. Barigozzi, Instituto de Genetica, Universita de Milano, 10 via Celoria, 
Milan, Italy, Secretary. 

Concerss oF Hippocratic Evian, France. Sept. 
34. Prof. P. Delore, 13, rue Jarente, Lyon, France, Secretary-<ieneral, 

IntTeRNATIONAL Por History oF Screxce, Jerusalem, Isracl, 
August 3-7. Prof. F. S. Bodenheimer, Hebrew University, Jerusalem, 
Israel, President. 

Dubrovnik, Yueoslavia, May 8-16, 1954. Prof. C. Plavsic, Zeleni Venac 1, 
Belgrade, Yugoslavia, Secretary General. 

Concarss oF Intrenationat oF Surcrons, Sao 
Paulo, Brazil, April 26-May 2, 1954. Dr. Max Thorek, 1516 Lake Shore 
Drive, Chicago, Illinois, U.S.A., Secretary-General. 

of Locorepics axnp Prowntarencs, Zurich, Switzer- 
land, Sept. 1-5. Dr. Deso A. Weiss, 115 East 86th St.. New York 28, 
N. Y., U. S. A., General Secretary. 

Concerss On Mentat Heatte, University of Toronto, 
Toronto, Ontario, Canada, Aug. 14-21, 1954. For information write: 
Executive Officer, International Congress on Mental Health, 111 St. 
George St., Toronto, Ontario, Canada. 

InTeRNATIONAL ConcrEess OF Rome, Italy, Sept 6-12. For 
information write: Dr. V. Puntoni, Citta Universitaria, Rome, Italy 

INTeRNATIONAL Conoress On anp Gynpcotocy, Geneva, Switz- 
erland, July 26-31, 1954. Dr. H. de Watteville, Maternité Hopital 
Cantonal, Geneva, Switzerland, President. 

INTERNATIONAL oF Parprarens, Havana, Cuba, Oct. 12- 17. 
Felix Hurtado, Sa Avenue 124, Miramar, Havana, Cuba. Presiden 

Conoerss oF Psycnotogy, Montreal, Canada, 7-42, 
1954. For information write: Prof. H. 8S. Lanegfeld, International Union 
of —— poe Eno Hall, Princeton University, Princeton, 
N. J., U. 

ror Zurich, Switzerland, July 
21-24, 1954. Dr. H. K. FPierz, Theaterstrasse 12, Zurich 1, Switzerland, 
Secretary General. 

InTeRNATIONAL Concaresses OF Tropical Istenbul, 
Turkey, Aug. 28-Sept. 4. Professor Dr. Ihsan Sikri Aksel, Tune! Mey- 
dam, Beyoglu, Istanbul, Turkey, General Secretary. 

INTERNATIONAL Concatss oF ZooLocy, Copenhagen, 
Dr. Anton F. Bruun, The University, Copenhagen, 
General. 

Conorrss, London and Oxford, England, 
July 12- 22, 1954, Prof. R. E. Tunbridge, General + Department 
of Medicine, The University, Leeds, England, President 

Lereosy Conoarss, Madrid, Spain, Oct. 3-10. Dr. Felix 
Contreras, Moreto 15, Madrid, Spain, Secretary. 

INTERNATIONAL NEUROLOGICAL Conceess, Lisson, Portugal, Sept. 7-12. 
Prof. Almeida Lima, Avenida do Brazil $3, Lisbon, Portugal, Secretary- 


Denmark, Aug. $-12. 
Denmark, Secretary 


Orrice oF Documentation oF Rome, 
Italy, Oct. 14-18. Colonel Medecin Prof. A. Campana, Office of the 
Ministero della Difesa-Esercito, Rome, Maly, Secretary. 

INTERNATIONAL Concoress, Montreal, Canada, Aug. 31- 
Sept. 4. Dr. A. S. V. Burgen, Dept. of Physiology, McGill University, 
Montreal, Canada, Secretary. 

INTERNATIONAL PsycHo-Anatyticat Conoarss, Bedford C 
Park, London N.W.1, England, July 26-30. Dr. Ruth S. Eissler, 285 
Central Park West, New York 24, N. Y., Hon. Secretary. 

INTERNATIONAL SoctrTy Por tHe Strupy oF Brotogirat Basle, 
Switzerland, Sept. 18-19. For information write: Prof. Dr. F. Georgi, 
Neurologische Universitats-Poliklinik, Socinstrasse 55, Basle, Switzerland. 


INTERNATIONAL VeTERINARY Concoatss, Stockholm, Sweden, Aug. 9-15. Prof. 
Axel Isaksson, Institute of Veterinary Medicine, Stockholm 50, Sweden, 
Secretary. 


Jovaenses Mepiwaes, Paris, France, April 21-25, 1954. For information 
write: Secretariat of the Journees, 12, rue Pierre<icofroix, Colombes 
(Seine) France. 

Latin American Concress oF anD GyNecoLocy, Buenos Aires, 
Asgentina, Oct. 26-31. 

American Concress oF Caracas, Venezuela, 
Feb. 21-25, 1954. Dr. Victorino Marquez Reveron, Centro Medico, 
Caracas, Venezuela, Secretary-General. 
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and Manila, Philippines, Nov. 16- 

, Ollege of Pharmacy, University of the 
Philippines, Quevon City, Philippines, Secretary-General. 

Paw Concerss oF OTORHINOLARYNOOLOGY AND 
GoLooy, Mexico, D.P.. Mexico, Feb. 28-March 4, 1954. 


Paw Amparcan Mepicat Women’s Beekman Towers Hotel, New 
York, N. Y., Sept. 24-Oct. 1. Dr. Ina Marsh, 140 Linwood Ave., Buffalo, 
N_ Y., U. S. A., Registration Chairman. 


Peastas Guir Mepwat Socwry, Dhahran, Saudi Arabia, Dec. 7-4. Dr. 
N. J. Conan Jr.. Department of Internal Medicine, Arabian American 
Oil Company, Dhahran, Saudi Arabia, Secretary. 


Sectrowat Meerine, American oF Surcrons, London, England, 
May 17-19, 1954. Dr. Michael L_ Mason, 40 East Erie St., Chicago 11, 
U. S. Secretary. 


Woetp ow British Medical Association 
House, Tavistock Square, W Aug. 22-29. Secre- 
tariat: World Medical yew 4 2 East 103d St., New York 29, N. Y., 
U.S.A. 


Concerss of THe ror Prysicat Terrary, 
London, England, Sept. 7-12. Miss M. J. Neilson, Chartered Society of 
Physiotherapy, Tavistock House, South, Tavistock Square, London, 
W.C.1, Secretary. 

Woatp ror Mewtat Vienna. Austria, Aug. 17-23. 
For information write: Miss E. M. Thornton, 19 Manchester St.. London, 
W.1, England. 


Wortp Mepicat Association, The Hague, Netheriands, Aug. 31-Sept. 7. 
Dr. Louis H. Bawer, 345 East 46th St.. New York 17, N. Y., Secretary- 
General. 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 


Ataska:® Anchorage and Juneau, Sept. 7. Sec.. Dr. W. M. Whitehead, 
172 South Franklin St.. Juneau. 

Guam: The Commission on Licensure will meet 
appears or submits his credentials. Ex. 
Agana. 


Helena, Oct 5S. Sec.. Dr. S. A. Cooney, 214 Power Block, 
Helena. 


whenever a candidate 
Dr. Auaia W. Matthis, 


New Hamrsnime: Concord, Sept. 9. Sec., Dr. John S. Wheeler, 107 State 
House, Concord. 

New Mexico:* Oct. 12-13, Santa Fe. Sec.. R. C. Derbyshire, 227 E. Palace 
Ave., Fe. 


Noatu Carowma: Reciprocity. Blowing Rock, Aug. 1. Sec., Dr. Joseph J. 
Combs, 716 Professional Bidg.. Raleigh. 

Pennsyivanta: Examination. Philadelphia and Pittsburgh, July. Act. Sec., 
Mrs. Margaret G. Steiner, Box 911, Harrisburg. 

Texas: Port Worth, Nov. 12-14. Reciprocity applicants must be completed 
0 days prior to the meeting date. Sec., Dr. M. H. Crabb, 1714 Medical 
Arts Bidg., Fort Worth 2. 

Utan: Examination. Salt Lake City, July. Asst. Dir, Mr. Frank E. Lees, 

24 State Capitol Bidg . Salt Lake City. 

Purato Rico: Reciprocity. Santurce, Aug. 4. Sec.. Mr. Luis Cueto Coll, 

Box 9156, Santurce. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Atasxka: On application. Juneau or other towns in Territory as decided 
by Board. Reciprocity. On application. Sec. Dr. C. Earl Albrecht, 
Box 1931, Juneau. 


Corosapo: Examination. Denver, Sept. 9-10. Sec., Dr. Esther B. Starks, 
1489 Ogden St., Denver 18. 

Distacct of Examination Washington, Oct. 19-20. Sec. Dr 
Daniel L. Seckinger, 4130 BE. Municipal Bidg., Washington. 

Oxtanoma: Examination. Oklahoma City, August 28-29. Sec.. Dr Clinton 
Gallaher, 813 Branifl Bidg., Oklahoma City. 

Oneocon: Portland, Aug. 29. Final date for filing application is Aug. 12. 
Portland, Dec. $. Sec., Dr. Charlies D. Byrne, University of Oregon, 
Eugene. 


Texas: Examination. Austin, October. Chief Clerk, Mrs. Sandra Allen, 
407 Perry-Brooks Bidg., Austin. 


Wisconsin: Examination. Madison, Sept. 19. Final date for filing applica- 
tion is Sept. 11. Milwaukee, Dec. 5. Final date for filing application is 
Nov. 27. Sec., Dr. W. H. Barber, 621 Ransom St., Ripon. 


* Basic Science Certificate required. 
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DEATHS 


Smith-Petersen, Marius Nygaard ® Boston; born in Grimstad, 
Norway, Nov. 14, 1886; Harvard Medical School, Boston, 
1914; from 1920 to 1930 assistant instructor of orthopedic 
surgery at his alma mater, where be was instructor from 1930 
to 1935 and from 1935 to 1946 clinical professor of orthopedic 
surgery; specialist certified by the American Board of Ortho- 
pacdic Surgery; member and past president of the American 
Academy of Orthopaedic Surgeons; member of the American 
Orthopaedic Association, International Society of Surgery, 
International Society of Orthopedic Surgery, Boston Surgical 
Society, New England Surgical Society, and Phi Beta Kappa; 
honorary member of the British and Canadian orthopedic 
associations, Italian Society of Orthopaedics and Traumatology, 
and the Royal Medical Society of Edinburgh; fellow of the 
American College of Surgeons; decorated with the Grand 
Cross of the Royal Norwegian Order of St. Olav; Commander 
of the Royal Order of St. Olav (Norway); chief of the ortho- 
pedic service of the Massachusetts General Hospital from 1929 
to 1946; received an honorary M.D. degree from the Univer- 
sity of Oslo, Norway; developed the Smith-Petersen nail, a 
flanged nail for fixing the head of the femur in fracture of the 
femoral neck: died in Phillips House of the Massachusetts 
General Hospital June 16, aged 66, of coronary occlusion. 


Barney, Louie Frank * Kansas City, Kan.; born in Cherokee, 
Kan., Nov. 19, 1876; Kansas City (Mo.) Medical College, 
1903; emeritus associate professor of clinical surgery at the 
University of Kansas School of Medicine, Kansas City, Kan.; 
member of the House of Delegates of the American Medical 
Association in 1928, 1930, and 1932; past president of the 
Kansas Medical Society, Wyandotte County Medical Society, 
Kansas City Surgical Society, and the Kansas City Academy 
of Medicine; served as first and second vice-president of the 
Kansas City Southwest Clinical Society, of which he was one 
of the organizers: member of the Western Surgical Association 
and the Industrial Medical Association; fellow of the American 
College of Surgeons; member of the founders’ group of the 
American Board of Surgery; a captain in the medical corps 
of the U. S. Army during World War 1; affiliated with St 
Margaret's Hospital, where he was past president of the hos- 
pital staff; member of the staffs of Bethany and Providence 
hospitals; died June 1, aged 76, of cerebral hemorrhage. 


Chariton, H. Richard * Bronxville, N. Y.; born in New York 
City Nov. 8, 1877; Columbia University College of Physicians 
and Surgeons, New York, 1901; an Associate Fellow of the 
American Medical Association; veteran of the Spanish- 
American War and World War |; on May 16, 1944, received 
the second James Ewing award from the Westchester County 
Medical Society “as a token of recognition and commendation 
for distinguished service to the people and to the medical pro- 
fession of Westchester County contributing to the under- 
‘standing and control of malignant disease”; for many years 
affiliated with Lawrence Hospital; died May 14, aged 75, of 
asthma and chronic myocarditis. 


Jacobson, Harry Pincus ® Los Angeles: College of Physicians 
and Surgeons, Los Angeles, 1916; emeritus associate clinical 
professor of medicine (dermatology and syphilology), Univer- 
sity of Southern California School of Medicine; member of the 
American Academy of Dermatology and Syphilology; com- 
missioned a first licutenant in the medical service corps, U. S. 
Army, from 1917 to 1922; served on the staffs of the Mount 
Sinai Hospital and Clinic, Los Angeles County General Hos- 
pital, and Cedars of Lebanon Hospital; author of “Fungous 
Diseases,” 1932; died March 21, aged 64, of hypertension and 
cerebral hemorrhage. 


Perry, Lee Topeka, Kan: born in Lancaster, 
Texas, Aug. 15, 1868; University of Tennessee Medical Depart- 
ment, Nashville, 1892; member of the American Psychiatric 


@ Indicates Member of the American Medical Association. 


Association and the Central Neuropsychiatric Association; in 
1924 member of the House of Delegates of the American 
Medical Association; in 1922 president of the Kansas Medical 
Society; at one time superintendent of the State Hospital for 
Epileptics in Parsons; for 30 years superintendent of the 
Topeka State Hospital, retiring from that post in 1948; affili- 
ated with Stormont-Vail Hospital and St. Francis Hospital; 
died April 11, aged 84, of heart disease. 


Abrons, Harry # Berkeley, Calif.; Columbia University College 
of Physicians and Surgeons, New York, 1909; member of the 
American Academy of General Practice; served on the staff 
of Herrick Memorial Hospital; died in New York June 4, 
aged 70, of angina pectoris. 


Bartlett, Alexander George © San Francisco; University of 
California Medical School, San Francisco, 1926; assistant 
clinical professor of medicine at his alma mater; specialist 
certified by the American Board of Internal Medicine; served 
during World Wars I and Il; affiliated with Franklin Hospital, 
where he died May 28, aged 58. 


Baumgartner, Albert J.. Elkhart, Ind.; Cincinnati College of 
Medicine and Surgery, 1894; died March 25, aged 85, of 
coronary vascular disease and arteriosclerosis. 


Bayles, Lewis Eugene ® Anderson, Ala; University of 
Alabama School of Medicine, 1911; vice-president of the 
Farmers Bank; died in Florence May 23, aged 69, of coronary 
thrombosis. 


Berresheim, Frieda K. Manfred @ Louisville, Ky.; Medizinische 
Fakultat der Universitat, Vienna, Austria, 1919; specialist 
certified by the American Board of Obstetrics and Gynecol- 
ogy; on the staffs of St. Joseph's Infirmary, Kentucky Baptist 
Hospital, and St. Anthony's Hospital, where she died March 22, 
aged $7, of hypertensive cardiorenal disease and coronary in- 
sufficiency. 

Bowen, Berry, Seattle; University of Louisville (Ky.) Medical 
Department, 1890; died May 26, aged 85. 


Bowman, J. Craig @ Upper Sandusky, Ohio; Rush Medical 
College, Chicago, 1912; member of the American Academy of 
General Practice; past president and secretary of the Wyandot 
County Medical Society; served during World War 1, major, 
medical reserve corps of the U. S. Army; affiliated with 
Wyandot Memorial Hospital, where he died May 6, aged 65, 
of coronary occlusion and mesenteric embolism. 


Bryant, Frank Adolph ® Colfax, Wash.; University of Louis- 
ville (Ky.) School of Medicine, 1911; past president of the 
Whitman County Medical Society; served during World War 1, 
for many years county health officer; died April 15, aged 69, 
of heart disease. 

Caskey, Walter Harold @ Pittsburgh; University of Pittsburgh 
School of Medicine, 1909; for many years chief medical in- 
spector for the city bureau of infectious diseases; died in 
Pittsburgh Hospital May 24, aged 67, of cerebral thrombosis. 


Chace, Fenner Albert ® Chevy Chase, Md.; Harvard Medical 
School, Boston, 1905; member of the Massachusetts Medical 
Society, American Academy of Dermatology and Syphilology 
and the New England Dermatological Society; formerly prac- 
ticed in Fall River, Mass.; died June 4, aged 78, of chronic 
suppurative cholangitis, hypoplastic anemia, and carcinoma. 


Chandeysson, Pierre Ismail, St. Louis; Washington University 
School of Medicine, St. Louis, 1901; physician and president 
of Chandeysson Electric Company; served in the French, 
British, and U. S. armies during World War 1; died in the 
Alexian Brothers Hospital June 5, aged 77. 


Clowes, Leo Clifford @ Hinsdale, UL; Rush Medical College, 
Chicago, 1923; served as instructor in surgery at the Univer- 
sity of Hlinois College of Medicine in Chicago, where he was 
on the staff of the Cook County Hospital; on the staff of the 
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Hinsdale Sanitarium; drowned June 10, aged 62, when he was 
swept into deep water by swollen currents in the Fox River 
near Millbrook, while fishing. 


Collins, Loren Leslie * Fdwardsville, UL; born in Wilkes- 
Barre, Pa.. Oct. 24, 1890; University of Ilinois College of 
Medicine, Chicago, 1925; member of the American Trudeau 
Society; past president of the Mississippi Valley Trudeau 
Society; superintendent and medical director of the Madison 
County Tuberculosis Sanatorium; formerly medical director 
and executive of the La Salle County Tuberculosis Sanatorium 
in Ottawa; died in the Passavant Memorial Hospital, Chicago, 
May 1, aged $2, of heart disease. 


Cox, Frank Edwin, Milwaukee: Milwaukee Medical — 
1910; died recenily, aged 70, of cerebral hemorrhage 


Craft, Harry Leolyn Ashfield, Mass.; University of Vermont 
College of Medicine, Burlington, 1906; an Associate Fellow 
of the American Medical Association; medical examiner for 
Franklin County; on the courtesy staffs of the Franklin County 
Hospital in Greenfield and the Cooley Dickinson Hospital in 
Northampton, where he died May 19, aged 74, of injuries 
received in an automobile accident. 


Curtin, Thomas Hayes ® New York City; Bellevue Hospital 
Medical College, New York, 1897; at one time on the faculty 
of the Fordham University School of Medicine and the New 
York Polyclinic Medical School and Hospital; an officer in 
France during World War |; affiliated with the Bronx Fye 
and Ear Infirmary and formerly with Manhattan Eye, Ear 
and Throat Hospital; died in New York Hospital June 3, aged 
78, of injuries received in a taxicab accident. 


Davis, William # Akron, Ohio: Ohio State University College 
of Medicine, Columbus, 1934; member of the American 
Academy of General Practice; served during World War H,; 
died May 8, aged 46, of heart disease. 


Dowling, Thomas J. Detroit; Detroit College of Medicine, 
1904; died in the Grace Hospital April 24, aged 73, of cerebral 
hemorrhage. 


Durant, Oswald Davidson, Alexandria, Va.: Meharry Medical 
College, Nashville, Tenn., 1926; died April 10, aged 57, of 
coronary occlusion and hypertension. 


Evans, Alfred Harris ® Chattanooga, Tenn.; University of 
Tennessee College of Medicine, Memphis, 1948; affiliated with 
Currey Clinic; died May 27, aged 31, of reticulum cell 
sarcoma. 


Gehris, Oscar Thompson Ficctwood, Pa. Tufts College 
Medical School, Boston, 1898; died in St. Joseph's Hospital, 
Reading, May 28, aged 82, of postoperative shock. 


Goldfarb, Walter ® New York City: Yale University School 
of Medicine, New Haven, Conn., 1935; certified by the Na- 
tional Board of Medical Examiners; specialist certified by the 
American Board of Psychiatry and Neurology; fellow of the 
American College of Physicians; member of the American 
Psychiatric Association; served during World War Il; died 
June 5, aged 43. 


Gruhler, Jean Albert # Atlantic City, N. J.; University of 
Pennsylvania School of Medicine, Philadelphia, 1933; served 
during World War Il; died in Ventnor, May 29, aged 45. 


Haberer, Herman Joseph # Utica, N. Y.; College of Physicians 
and Surgeons, Baltimore, 1906; for many years county 
coroner; on the staff of St. Luke's Hospital; died May 30, aged 
72, of congestive heart failure. 


Haley, Michael Robert ® Dayton, Ohio: St. Louis University 
School of Medicine, 1913; specialist certified by the American 
Board of Internal Medicine; fellow of the American College 
of Physicians; served in France during World War 1, affiliated 
with St. Elizabeth Hospital and the Good Samaritan Hospital, 
where he died May 28, aged 68, of cerebral hemorrhage. 


Hansen, Otto Anthon, Forest City, lowa; State University of 
lowa College of Homeopathic Medicine, lowa City, 1896; for 
many years member of the library board; served on the school 
board; died April S, aged 88, of cerebral accident. 
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Hastings, John Charles, Orlando, Fla.; Rush Medical College, 
Chicago, 1902; died April 2, aged 78. 


Hawkins, George Giles ® Madera, Calif.; Washington Univer- 
sity School of Medicine, St. Louis, 1905; served during World 
War I; died in the VA Hospital, Fresno, April 16, aged 72, 
of carcinoma of the lung. 


Heard, Mary Kathrina, St. Petersburg, Fla.; State University 
of lowa College of Medicine, lowa City, 1905; member of the 
American Academy of Ophthalmology and Otolaryngology; 
died April 20, aged 83, of cerebral thrombosis. 


Hearn, Arthur C., Baltimore; University of Maryland School 
of Medicine, Baltimore, 1897; died April 19, aged 79, of 
occlusion of the coronary artery and arteriosclerosis. 


Hitt, John Leonard * Lineville, Ala.; Southern Medical Col- 
lege, Atlanta, 1889; died in Clay County Hospital, Ashland, 
May 24, aged 90, of bronchopneumonia. 


Hoffman, Curtis Raymond ® Richmond, Ind.; Indiana Univer- 
sity School of Medicine, Indianapolis, 1925; served during 
World War |; affiliated with Reid Memorial Hospital; died 
April 22, aged 57, of heart disease. 


Hughes, Herbert Andrew * La Mesa, Calif.; University of 
Oregon Medical School, Portland, 1939; specialist certified by 
the American Board of Radiology; member of the Radiological 
Society of North America and the American College of Radi- 
ology; died in San Diego March 20, aged 47, of rheumatic 
heart disease. 


Hughes, Lawrence Jesse * Elgin, Ill; Rush Medical College, 
Chicago, 1902; past president of the Kane County Medical 
Society; on the staffs of the St. Joseph Hospital and the 
Sherman Hospital, where he died May 20, aged 73, of coronary 
thrombosis. 


Ison, Gideon Douglas, Bonita Springs, Fla.; University of 
Louisville (Ky.) Medical Department, 1908; died in Atlanta, 
Ga., April 5, aged 72. 


Ives, Augustus W., Alexandria, Va.; Detroit College of Medi- 
cine, 1891; emeritus professor of neurology at Wayne Univer- 
sity College of Medicine in Detroit; formerly practiced in 
Detroit, where he was affiliated with St. Mary's, William 
Booth Memorial, and Providence hospitals; died April 4, aged 
92, of cerebral hemorrhage. 


Jennings, John Buford @ Peoria, Ill; Chicago College of 
Medicine and Surgery, 1916; on the staff of the Proctor Hos- 
pital, where he died May 22, aged 62, of uremia and gastric 
hemorrhage. 

Jordan, John Franklin ® Peabody, Mass.; University of 
Michigan Department of Medicine and Surgery, Ann Arbor, 
1900; an Associate Fellow of the American Medical Associ- 
ation; died in Josiah B. Thomas Hospital May 21, aged 85. 
Kermek, Ace, Brooklyn; Université de Paris Faculté de 
Medecine, France, 1899; at one time U. S. consular repre- 
sentative in Bulgaria; served in the Bulgarian Army during 
World War |; formerly on the staffs of the Lutheran, Unity, 
and Adelphi hospitals; died April 29, aged 82, of carcinoma 
of the descending colon. 

Kistler, Milton S., St. Louis; Hahnemann Medical College and 
Hospital of Philadelphia, 1892; died April 1, aged 83. 

Love, George Melvin ® Rogers, Ark.; born in 1873; Kansas 
City (Mo.) Hahnemann Medical College, 1909; past president 
of the Benton County Medical Society; honorary life president 
of the Benton County Tuberculosis Association, of which he 
was president for many years; formerly secretary of the 
Homeopathic State Medical Board; served as president of the 
board of education and as a member of the city council; 
elected chief of the fire department on its reorganization, hold- 
ing that position until his retirement; died May 30, aged 79. 
Lukens, Philip Jefferson ® Ambler, Pa.; Medico-Chirurgical 
College of Philadelphia, 1913; past president of the Mont- 
gomery County Medical Society and the Philadelphia Medical 
Club; died in the Abington (Pa.) Memorial Hospital June 6, 
aged 62, of coronary infarction. 
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McCormack, James L. ® Newton, Ill; St. Louis College of 
Physicians and Surgeons, 1892; served as county coroner; died 
May 30, aged 88, of pulmonary edema. 


McCoy, Clem Dennin, Kenton, Ohio; Rush Medical College, 
Chicago, 1890; died in Hardin Memorial Hospital May 19, 
aged 88, of arteriosclerotic heart disease. 


Martin, Frank DeWees © Bedford, Ind.; Indiana University 
School of Medicine, Indianapolis, 1914; past president of the 
Lawrence County Medical Society; served during World War I; 
died May 18, aged 62, of chronic myocarditis and myocardial 
degeneration. 


Miller, Bodo Emanuel © Akron, Ohio; University of Michigan 
Department of Medicine and Surgery, Ann Arbor, 1911; served 
during World War |; died in the City Hospital June 3, aged 
67, of carcinoma of the prostate. 


Mitchener, James Samuel Sr. Raleigh, C.; Johns Hopkins 
University School of Medicine, Baltimore, 1915; died March 
18, aged 64, of cerebral hemorrhage. 


Moore, Phoebia Gean Mannington, W. Va.; Illinois Medical 
College, Chicago, 1903; died in Fairmont June 3, aged 81. 


Morison, Oscar Noel ® Charleston, W. Va.; University of 
Virginia Department of Medicine, Charlottesville, 1928; served 
as senior psychiatrist at the Essex County Overbrook Hospital 
in Cedar Grove, N. J., and the Hartford (Conn.) Retreat; 
died June 6, aged $1, of the effects of burns sustained two 
days previously in a fire at his home. 


Nelson, Harry Emanuel @ Dayton, lowa; Rush Medical Col- 
lege, Chicago, 1893; past president of the Webster County 
Medical Society; served on the school board, as mayor, and 
as member of the library board; died in the Mercy Hospital 
in Fort Dodge May 16, aged 83. 


Nuzum, John Weston ® Chicago; Rush Medical College, 
Chicago, 1914; fellow of the American College of Surgeons; 
on the staff of the Augustana Hospital, where he died June 14, 
aged 62, of bronchopneumonia. 


Ogden, Lee © New York City; Ludwig-Maximilians-Univer- 
sitit Medizinische Fakultét, Miinchen, Bavaria, Germany, 
1913; affiliated with Gouverneur Hospital; died in Greenwich, 
Conn., May 12, aged 65, of coronary thrombosis with myo- 
cardial infarction. 


O'Neil, Alfred Eugene # Miami, Fla.; University of Cincinnati 
College of Medicine, Cincinnati, 1938; member of the Ameri- 
can Academy of General Practice; died April 15, aged 55, of 
coronary thrombosis. 


Peacock, Lee Wallace ® Highland Park, Mich.; St. Louis 
University School of Medicine, 1923; died in Highland Park 
General Hospital May 20, aged $7, of cerebral hemorrhage. 


Post, Cecil Omar ® Clarksburg, W. Va.; born in Clarksburg 
in 1888; College of Physicians and Surgeons, Baltimore, 1912; 
member of the American Academy of General Practice; past 

ident, secretary, and treasurer of the Harrison County 
Medical Society; councilor of the Southern Medical Associ- 
ation; served two terms as a member of the council of the 
West Virginia State Medical Association; on the staffs of St. 
Mary's and Union Protestant hospitals; died suddenly, June 11, 
aged 64, of coronary thrombosis. 


William Samuel # Tuskegee, Ala.; Meharry Medical 
College, Nashville, Tenn., 1919; specialist certified by the 
American Board of Pathology; member of the National Medi- 
cal Association, American Association of Pathologists and 
Bacteriologists, and the College of American Pathologists; 
formerly on the faculty of his alma mater; - y- with VA 
Hospital, where he died April 6, aged 67, of myocardial 
infarction and arteriosclerosis. 


Reneke, Edward Joseph ® Skygusty, W. Va.; University of 
Tennessee College of Medicine, Memphis, 1929; mine physi- 
cian for the U. S. Steel Company; died May 7, aged 48, of 
coronary occlusion. 

Robinson, Finley A. Blytheville, Ark.; Memphis (Tenn.) 
Hospital Medical College, 1904; died March 26, aged 72, of 
coronary thrombosis. 
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Romano, Joseph James ® Coral Gables, Fla.; Tufts College 
Medical School, Boston, 1929; served during World War Il; 
on the staff of the VA Hospital; died March 26, aged 50. 


Rosensohn, Meyer ® New York City; Columbia University 
College of Physicians and Surgeons, New York, 1909; assistant 
professor of clinical obstetrics and gynecology at Cornell 
University Medical College; specialist certified by the Ameri- 
can Board of Obstetrics and Gynecology; fellow of the Ameri- 
can College of Surgeons; on the staff of the Bronx Hospital; 
died April 15, aged 71. 

Sanders, John Gillis ® Gulf Shores, Ala.; Tulane University 
of Louisiana School of Medicine, New Orleans, 1913; specialist 
certified by the American Board of Otolaryngology; member 
of the American Academy of Ophthalmology and Otolaryngol- 
ogy; served overseas during World War I; practiced in Foley 
and Mobile; served on the staffs of the Mobile Infirmary, City 
Hospital, and Providence Hospital in Mobile, where he died 
June 1, aged 61, of acute coronary occlusion. 


Schroer, Harry T., Cincinnati; Miami Medical College, Cin- 
cinnati, 1902; died April 10, aged 72, of heart disease. 


Schureman, Oliver Perry, Alhambra, Calif.; Washington Uni- 
versity School of Medicine, St. Louis, 1934; served during 
World War Il; died in Winston-Salem, N. C., April 28, 
aged 44. 

Shagrin, Arthur W. @ Cleveland; Western Reserve University 
School of Medicine, Cleveland, 1929; served during World 
War Il; on the staff of the Mount Sinai Hospital, where he died 
May 23, aged 47, of myasthenia gravis. 


Shechan, George Augustine ® Brooklyn: born in Lafayetteville, 
N. Y., in 1889; Fordham University School of Medicine, New 
York, 1913; specialist certified by the American Board of 
Internal Medicine; fellow of the American College of Physi- 
cians; clinical professor of medicine, State University of New 
York College of Medicine at New York City; affiliated with 
Norwalk (Conn.), St. Peter's, St. Mary's, Long Island College, 
and Kings County hospitals, and the Hospital of the Holy 
Family, where he died June 5, aged 63, of carcinoma of the 
pancreas. 

Smith, Mary West Chester, Pa.; Woman's Medical 
College of Pennsylvania, Philadelphia, 1896; served as treas- 
urer of the Chester County Medical Association; died May 17, 
aged 88, of bronchopneumonia. 


Smith, Waldo Emerson @ Decatur, Ind.; Ohio Medical Univer- 
sity, Columbus, 1906; died in the Adams County Memorial 
Hospital April 9, aged 81, of cerebral hemorrhage. 


Stafford, Harry Howard, Dayton, Ohio; Ohio Medical Univer- 
sity, Columbus, 1907; died May 30, aged 77. 

Strain, Earle ® Great Falls, Mont.; University of Pennsylvania 
Department of Medicine, Philadelphia, 1890; fellow of the 
American College of Surgeons; honorary life member of the 
Montana Academy of Oto-Ophthalmology; affiliated with 
Deaconess and Columbus hospitals; died June 1, aged 84, of 
heart disease. 

Summer, Roy S., Owensboro, Ky.; Louisville and Hospital 
Medical College, 1908; served during World War 1; affiliated 
with Owensboro-Daviess County and Our Lady of Mercy 
hospitals; died recently, aged 69, of coronary occlusion. 


Sybert, George Bradley, Ellicott City, Md; Johns Hopkins 
University School of Medicine, Baltimore, 1923; died in St. 
Joseph's Hospital, Baltimore, April 27, aged 54, of retro- 
peritoneal reticulum cell sarcoma. 


Talbott, Thomas John @ Lima, Ohio; Ohio State University 
College of Medicine, Columbus, 1943; served during World 
War Il; for many years county coroner; on the staff of Lima 
Memorial and St. Rita's hospitals; died April 17, aged 37, of 
injuries received in an automobile accident. 

Utter, John William, Anaheim, Calif.; University of California 
Medical School, San Francisco, 1910; formerly on the staff 
of St. Joseph's Hospital in Orange; died May 12, aged 80, 
of arteriosclerosis. 
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BELGIUM 


Congress of Surgery.—The Sixth Belgian Congress of Surgery 
was held in 1952 at Brussels under the presidency of Dr. 
Bonzon. Two questions received special study. 

The Pathology of the Diaphragm.—Van der Stricht dis- 
cussed the morphology of the normal and the abnormal dia- 
phragm, including tumors, hernias, and eventrations. Deloyers 
devoted his paper to the clinical study of diaphragmatic con- 
ditions. Harrington proposed classifying hernias in two groups, 
traumatic and nontraumatic. The following order of frequency 
of hernias has been noted: (1) esophageal hiatus hernias (60 
to 80°); (2) traumatic hernias, direct or indirect, and those 
caused by necrosis: (3) hernias resulting from the absence of 
a part of the diaphragm; (4) hernias from pleuroperitoneal 
hiatus; and (5) subcostosternal hernias (of the foramen of 
Morgagni). 

Hiatus hernias can be demonstrated radiologically. Most 
radiologists are able to demonstrate the lesion with the patient 
in a ventral position, preferably in right lateral decubitus posi- 
tion. Esophagoscopic examination is an indispensable adjunct 
in the diagnosis of diaphragmatic hiatus hernias. 

Antithyroid Drugs and Thyroid Pathology.—Synthetic anti- 
thyroid substances constitute a great advance in antithyroid 
therapy. In some cases a definitive cure can be achieved with 
these drugs. The operative indications detailed by Bastenie and 
Flamand must be considered with this in mind. They conclude 
that medical treatment should be reserved for juvenile hyper- 
thyroid disease, mild hyperthyroid disease, elderly patients, 
patients with asystole, and patients who have relapsed follow- 
ing surgical treatment. When adequate technical facilities are 
available, radioactive iodine should be used in treating patients 
over SS years old. Other patients should be given antithyroid 
substances in doses varying with the stage of the disease. 

An acceptable, though not ideal, indication for treatment 
by antithyroid substances, provided adequate control can be 
established, is the refusal of the patient to submit to opera- 
tion. Estrogens, p-hydroxypropr . and cortisone are 
useful weapons in certain special cases, but scarcely ever con- 
stitute the sole basis of treatment. In most cases of hyper- 
thyroidism, subtotal thyroidectomy after scrupulous prepara- 
tion, sometimes continued for several months, remains the 
treatment of choice. Preparation with thyroid-inhibitors, espe- 
cially propylthiouracil, has increased the safety of surgical 
treatment to an astonishing degree and has made operation 
possible for many patients who would formerly not have been 
considered cligible for surgery. 


The Fight Against Cancer in Belgium.——At the last Jowrnees 
Médicales of Brussels, Drapier discussed the activities of the 
Belgian National Society for the Fight Against Cancer. The 
need for systematic organization of the fight against cancer 
must be presented to the whole nation every day, particularly 
since the nature of cancer remains mysterious. The author 
showed that the Belgian National Society for the Fight Against 
Cancer has fulfilled the first requirement for success. He 
pointed out that in 1950 there were 12,624 deaths due to can- 
cer, 2,943 to pulmonary tuberculosis, 794 to other forms of 
tuberculosis, 98 to syphilis, and 24 to poliomyelitis. The society 
is making an appeal for the facilities that are indispensable 
for correct care of cancer patients, so that the four univer- 
sity centers may be properly supplied. It has a library, which 
makes it possible for all physicians to inform themselves on 
any aspect of cancer. The speaker presented a budgetary esti- 
mate and urgently requested the support of the authorities. 

Control of Products.__Before the Belgian So- 


Pharmaceutical 
ciety of Legal Medicine (March, 1953, session), the pharmacist 
Laurent lectured on the highly controversial question of the 
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control of pharmaceutical products and explained the initiative 
taken by the professional association of Belgian pharmacists. 

This association has signed a contract (unique in the world) 
with the principal drug manufacturers, assuming responsibility 
and guaranteeing prompt action in cases in which a product 
ought to be withdrawn from the market. In fact, from the 
official and governmental point of view, the manufacture of 
drugs is absolutely uncontrolled in Belgium; no guarantee, no 
license, and no proof of competence are required of the pro- 
ducer. The pharmacist assumes responsibility for the medica- 
ment he delivers. He should therefore be able to guarantee the 
composition of the products sold in his pharmacy as well as 
that of the prescriptions he compounds. Although he has a 
civil, penal, and ethical responsibility, it is not possible for 
him to test all the drugs. It is to meet this problem that control 
has been organized by the professional association. 

Control can be exercised in connection with production; 
this is done by large firms employing numerous university- 
trained men to test the constancy of the value of their prod- 
ucts. Control by a neutral and independent organization is 
also possible, and, finally, the pharmacist can make the tests 
at the time of dispensing the product. These private under- 
takings have less value than a supervised organization, how- 
ever. Thanks to funds raised in professional circles, the pharm- 
acists now have at their disposal laboratories provided with 
the most advanced equipment for chemical, microchemical, 
and bacteriological analysis. In addition to older methods of 
analysis, the most modern techniques can be employed. In 
addition, the organization appeals in certain cases to the uni- 
versity laboratories for assistance. 

For the year 1952, the organization refused to guarantee 
869 of the 1.855 products offered. An approved medication 
may be packed in a container bearing a registration stamp. 
This is, for the pharmacist, the physician, and the public in 
particular, a guarantee against inaccuracy in the declaration 
of the composition of the product, against imperfect and im- 
pure products, and against the inclusion of unmentioned drugs. 


The Reform of Sickness Insurance.—A conflict has been in 
progress between the authorities, mutual benefit societies for 
medical care, and the medical profession. After prolonged dis- 
cussions, the parties have arrived at a provisional understand- 
ing by accepting a solution that repudiates the state-controlled 
public service and permits autonomous administration of the 
separate funds with variable premium quotas and benefits. 
The same conflict exists in many countries; numerous pro- 
fessional groups are interested in this question, which is really 
the center of the whole future of medicine. Since each ex- 
perience in this field may have an instructive value and since 
these experiences are being multiplied in all countries, it may 
be useful to compare various points of view. The solution 
accepted at present in Belgium has, however, been received 
with lithe favor by physicians, who are, properly enough, 
jealous in defending their professional solidarity. 

The following are the principal directives and the major 
characteristics of the sickness-insurance reform. The insurance 
organizations are obliged to furnish certain basic benefits for 
such diseases as cancer, tuberculosis, and poliomyelitis and 
for intervention or procedures requiring the services of special- 
ists, but they can determine as they wish the provision of 
other medical services, especially in general medicine. Phy- 
sicians May Or May not agree to care for the insured at the 
official rates; if they do, they appear on public lists. If they 
take part in the program, they are releved of responsibility 
for professional secrecy in relation to consultants and come 
under the technical control of the insurance organizations. 

The solution arrived at may be considered quite liberal, 
inasmuch as the autonomy of the organizations is carried to its 
logical conclusion in the matter of financial responsibility. The 
first rule, as a matter of fact, is freedom of choice by the 
insured of the insuring organizations, which exist in numbers 
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corresponding to the various political and religious tendencies 
of the population. A National Fund for Sickness-Disability 
Insurance is charged with collecting the premium quotas and 
dividing them among the insuring organizations according to 
the duration of their policies and taking into account the 
salary, age, and sex of the insured, his family responsibilities, 
his professional field, and his residence, with consideration of 
objective evidence of unhealthy conditions in the region. A 
technical commission established by the administration defines 
the criteria of distribution. 

To the funds derived from the quotas of the insured there 
has just been added an annual subsidy from the government, 
amounting in the general program to 16% of the revenue 
from the premium quotas allotted to the sickness-disability 
insurance. Nevertheless, the insuring organizations are respon- 
sible for administration of the funds. Their resources are to be 
available for financing services considered to have the highest 
priority, including major surgical procedures, obstetric care, 
hospitalization for over eight days, treatment of mental illness, 
cancer, tuberculosis, and poliomyelitis, provision of certain 
orthopedic apparatus and prostheses, certain radiological ex- 
aminations, certain x-ray or radium treatments given by special- 
ists, certain laboratory analyses, and finally certain neuro- 
psychiatric benefits. 

The receipts are also used to cover the administrative ex- 
penses and to finance, under conditions and at rates deter- 
mined by the organizations, care other than that already listed, 
especially routine medical care (consultations and home calls 
from general practitioners or specialists, pharmaccutical sup- 
plies, preventive examinations, special care, and dental serv- 
ice). If, after this, the organization has a deficit, it may demand 
a supplemental premium from the insured. 

The operation of the program is placed under the general 
control of the National Fund for Sickness-Disability Insurance, 
which acts through committees and councils. The committees 
are composed of delegates from the mutual benefit societies 
and persons belonging to the insuring organizations and repre- 
sentatives from the professional organizations of physicians 
and from the Ministries of Labor, Health, and Finance. In 
addition there is a medical council of physicians chosen by the 
insuring organizations, the professional organizations of phy- 
sicians, and two physicians designated by the ministries of 
Labor and Health. 

From the point of view of the practical accomplishment 
and operation of these services, the law prescribes the prin- 
ciple of free choice by the insured of his physician or his 
health institution. In the matter of fees, the compulsory benefits 
must be in accordance with the scales of honorariums and 
reimbursement fixed by the Ministry of Labor, which can 
modify them only on recommendation of the permanent com- 
mittee. As for other services, they may be provided according 
to honorariums freely fixed by the practitioner, the rate of 
reimbursement being established by the insuring organizations 
according to their ability. The national fund publishes cach 
year the list of practitioners agreeing to render priority serv- 
ices at the insurance rates to insured persons whose incomes 
do not exceed an amount fixed by decree. Professional secrecy 
is to be completely respected in principle. This does not pre- 
vent it from being completely effaced in the relations between 
practitioners and consultants. These last act as consultants, 
without being able to take the place of the physician in charge 
or to apply or impose the treatment they prescribe. They 
proceed in a friendly way and try to reconcile any differences 
that may arise. 

Control of the operation is entrusted, not to the organiza- 
tion of physicians, but to a commission of medical discipline, 
on which there are, of course, physicians, but only in a 
minority. Furthermore, this commission has only a consulta- 
tive role, since only the insuring organizations can establish 
the honorariums. 

This scheme has been the object of protests from the Bel- 
gian Medical Federation, which emphasizes the fact that it is 
a caricature of sickness insurance, designed to serve as a spring- 
board and means of recruitment for various political parties. 
So, again, the federation appeals to the medical profession 
to maintain unbroken solidarity. 


J.A.M.A., July 25, 1953 


ISRAEL 


Convention on History of Medicine.—The third country-wide 
convention of the Society for the History of Medicine and the 
Natural Sciences was held recently in Tel Aviv. Twelve lec- 
tures were given on various topics relating to the history of 
medicine, chemistry, pharmacology, and theoretical physics. 
Three events formed the main background to the discussions. 
The first of these related to the false charges made against 
the Russian physicians, historicoscientific expression being 
given to this subject in lectures by Dr. S. Muntner in his review 
“Blood Libels Against Jewish Doctors in the History of 
Medicine” and by Dr. Dvorjetzky in his lecture “Scientific 
Papers by Jewish Doctors During the Period of the Holo- 
caust.” The second event was the seventh International Con- 
gress for the History of Science, due to meet in Jerusalem in 
August. Professor Bodenheimer gave some details on the 
progress of preparations for this congress, the first to be held 
in Israel. About 100 historicoscientific lectures are to be de- 
livered at the congress. The third event was the organized 
registration of pharmacists in the society, in connection with 
which Dr. Yakar gave a lecture on “Pharmacy Until Its Com- 
plete Detachment from Medicine.” 

Prof. S. Bodenheimer also spoke on “Yehudah Abarbanel, 
Who United Italian Humanism with Jewish Tradition.” Other 
lecturers at the congress included Dr. A. Goldstein “The 
Doctor in Our Ancient Literature,” Dr. Ll. Seide “Medicine 
and the Natural Sciences in the Travels of Benjamin of 
Tudela.” Dr. 1. Leibowitz “Avraham Ibn FEzra’s Book of 
Experiments,” Dr. Isaiah Leibowitz “The Problem of the 
Eternity of the Universe in the History of Scientific Thought,” 
Dr. D. Margalith “Anatomy and Surgery in the Talmud.” Dr. 
Z. Plashkes “Medical Historians of the Viennese School,” and 
Prof. 1. Calugai “Dates in the History of Chemistry Up to 
1982.” 


Social Aspect of Food Rationing._In a recent review on 
nutrition, Dr. K. Guggenheim, a lecturer at the Hebrew Uni- 
versity, mentioned that for some time the influence of the 
austerity program on nutritional conditions of the population 
has been the source of grave concern in many responsible 
quarters. Therefore, interested circles looked forward expect- 
antly to the report “Level of Nutrition in Israel, 1951,” pub- 
lished by the Central Bureau of Statistics and Economic 
Research. 

The 1,002 families investigated in the spring of 1951 repre- 
sented a true cross section of the whole wage carning popu- 
lation. The statistical material on food consumption was 
submitted for analysis to Dr. Sara Bavly, head of the institute 
for Nutritional Guidance of the Ministry of Commerce and 
Industry. The main question to be answered was whether 
the nutritional status has been improved or worsened in recent 
years. Answering this question, Dr. Bavly compared her data 
collected in 1952 with those obtained in previous surveys. 
This comparison shows: (1) a steady increase in the consump- 
tion of milk and milk products, fruits, vegetables, and bread; 
(2) a fairly constant consumption of sugar, fat, and of meat and 
fish; and (3) low consumption of eggs in 1948 and 1950 and 
return in 1951 nearly to prewar level. Changes in the supply 
situation have created a shift within some of the major food 
groups. Israel is now eating more fish and less meat, more egg 
powder and fewer fresh eggs, more skim milk powder products, 
and more margarine and less butter than they did some years 
ago. 

But the most important changes happened within the dif- 
ferent economic groups. The consumption of milk and milk 
products in the higher economic groups rose by 43°, whereas 
that of eggs, and meat and fish, decreased by 31 and 54%, 
respectively. In the lower economic groups, however, the con- 
sumption of milk and milk products and of eggs increased by 
127 and 24%, and that of meat and fish decreased by 38%. 
In 1946 well-to-do persons consumed 119° more milk and 
milk products, 141% more eggs, and 128% more meat and 
fish than those less prosperous. In 1951 the consumption of 
milk and milk products, eggs, and meat and fish by the high- 
est economic group surpassed that of the lowest group by 
35, 35, and 69%, respectively. This improvement of social 
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justice in food distribution, accomplished by leveling out the 
extremes in consumption at both ends of the scale, is the 
result of the nutrition policy of the government (controlled 
distribution of essential foods, price control, subsidies for some 
basic foods, and special rations for pregnant women and chil- 
dren). This is one of the greatest achievements of the state 
and constitutes one of the major factors contributing to the 
improved health situation. 

Two years have passed since the survey was conducted. The 
economic situation has worsened, the real income has de- 
creased, and many thousands of wage-earners are unemployed. 
Since a survey of a large representative sample of the whole 
population cannot be carried out at short intervals, one has 
to rely on government statistics of the amounts of food that 
is marketed monthly. These monthly statistics include not only 
the food that goes through the usual channels to the average 
consumer but also the special rations for pregnant women, 
children, heavy workers, and sick persons, as well as the food 
delivered to restaurants, hotels, hospitals, institutions, and the 
army. The total of this amount of food divided by the total 
population indicates the per capita figure of marketed food. 
It is to be noted, however, that marketing figures may tend 
to underestimate somewhat the real consumption, because a 
part of the food consumed is derived from external sources. 
Assuming a more or less constant relation between market- 
ing figures and real consumption, certain conclusions as to the 
present nutritional situation may be drawn after studying the 
following table, which summarizes the major food groups in 
grams per capita per day. 

Consump- 


ood 
tien, Quantity, Food 
Spring, Marketed, 
lee 


Food Groups ol 
Milk and milk products (milk equivalents).. ws = ae 
Meat and chicken (without bones). ™ 
(without heomes)....... 22 uM 
Sugar (including jam and sweets).. 42 
Vegetables and petatecs.. 372 


This table shows a marked increase in the amounts of bread, 
fats, sugar, and vegetables marketed in 1952 above the figures 
for spring, 1951, and a considerable decrease in milk, eggs, 
meat, and fruits. These changes may partly be due to seasonal 
variations (increased production of milk, eggs, and citrus fruits 
in February and March); the increase in the marketing of 
bread may point to an increase in waste and its use as chicken 
feed; and the highly increased amounts of vegetables during 
1952 are the result of the bumper crop of last year. But the 
most important feature of the change in 1952 is the con- 
siderable decrease in the supply of milk, eggs, and meat. In 
terms of nutrients, the supply of calories, iron, and vitamins 
may not have significantly changed during 1952, but the 
situation concerning animal protein and calcium is now worse. 
It is, therefore, most important to increase the milk consump- 
tion to the level reached two years ago, since milk and its 
products are the cheapest source of animal protein. 


Public Health Courses.—Practical courses in public health, the 
newest branch of medical science, are to begin at the Hebrew 
University-Hadassah Medical School in the coming academic 
year. This was announced recently by Dr. K. Mann, director- 
general of Hadassah in Isracl. Studies will be conducted at the 
local Hadassah medical center set up last January at Beth 
Mazmil, west of Jerusalem, not far from the site where the 
future Hadassah medical school will be erected. Education in 
public health is not limited to the diagnosis and treatment of 
disease but also considers the influence of the family back- 
ground and the entire environment, together with its cultural, 
social, and psychological problems. Medical students who, 
within the framework of their studies, are to go out to work 
in the villages will study for two months at Beth Mazmil and 
will be engaged for another two months in practical work. 
After receiving their diplomas, they will each be responsible 
for the inhabitants, both sick and healthy, of 40 houses. 


A staff consisting of a physician, two nurses, a social worker, 
and a health instructor has been appointed for every 200 
families. The duties of the staff, besides individually treating 
every patient applying to them, concern caring for the state of 
health in families and in the general neighborhood and study- 
ing nutrition. Routine medical and physical examinations are 
given to all the inhabitants even when they are apparently 
healthy. The important point is that the same physician and 
the same nurse attend not only the same patient but his entire 
family. In cases of need, the entire Hadassah machinery is at 
the disposal of the inhabitants, and specialists visit the area 
at regular intervals to receive patients. 

In addition, a 10 déniim playing field and a club are to be 
established, as a means of developing health. There is close 
cooperation between the local council of the quarter, the 
Ministry of Welfare, and local schools. The medical center 
will also serve as an important place of research in the field 
of social sciences and psychology. 


Antibiotics and Whooping Cough—tThe Whooping Cough 
Subcommittee of the Antibiotics Clinical Trials (Nontubercu- 
lous Conditions) Committee of the Medical Research Council 
has just published its report on the treatment of w 

cough with antibiotics (Lancet 1:1109 [June 6] 1953). It is 
based on the findings in 294 children, aged 0 to 5 years, 
admitted to hospital with uncomplicated clinical cases of 
whooping cough within 21 days after the onset of the earliest 
symptoms. Chloramphenicol was administered to 98 children, 
aureomycin to 96 children, and a mixture of lactose and 
quinine to 100 children (the control group). The drugs were 
all dispensed in cachets. The dosage schedule was as follows: 
aged 0 to 11 months, | gm. daily; aged 12 to 25 months, 
1.5 gm. daily; aged 36 to 59 months, 2 gm. daily. The drugs 
were given twice daily in equally divided doses for the first 
seven days of the observation period. Each child was observed 
for 20 days. As the results with chloramphenicol and aureo- 
mycin were comparable, the two groups were combined and 
are referred to as the “treated group,” except for consideration 
of complications and deaths. For analysis, cases were sub- 
divided into early cases, symptoms for | to 8 days before 
treatment; intermediate cases, symptoms for 9 to 15 days 
before treatment; and late cases, symptoms for 16 to 21 days 
before treatment. 

The average number of paroxysms per case per day was 
less at all stages in the treated than in the control group, but 
the difference was only statistically significant in the carly 
cases, ¢. g.. on the eighth day the average difference was 5.7 
paroxysms (difference/standard error 3.2), whereas in the inter- 
mediate and late cases the difference was only 2 paroxysms 
in favor of the treated group. Again, in the case of the severity 
of the paroxysms the difference was most marked in the early 
cases, ¢. g., the proportion of early control cases in which the 
paroxysms were described as absent or mild increased from 
22° in the first four day period to 29% in the fifth four day 
period, whereas in the treated cases the percentages increased 
from 17 to 66. The comment is made that “it appeared that 
the drugs influenced the severity of the paroxysms to a greater 
degree than they affected the number of paroxysms in the inter- 
mediate cases.” On the 3rd and 8th days of observation, but 
not on the Ist, 2nd, and I lth days, the proportion of patients 
from whom Hemophilus pertussis was isolated was greater in 
the control group than in the treated group. During the ob- 
servation period, 19 patients noted respiratory complications: 
7 in the control group, 7 in the aureomycin group, and § in 
the chloramphenicol group. In addition, there were three 
fatalities: a 6-week-old infant died of bronchopneumonia in 
the control group, and a 7-month-old infant in the aureomycin 
group died in convulsions. In a l-year-old child in the chlor- 
amphenicol group widespread collapse of the lungs developed, 
which proved fatal. None of the complicated or fatal cases 
occurred in patients treated within eight days of the onset of 

symptoms. Presumed toxic effects were noted in 28 cases: 
re 19 (7 on chloramphenicol, 11 on aureomycin, and 
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1 control); anorexia S$ (3 on chloramphenicol and 2 on aureo- 
mycin); diarrhea 2 (both on chloramphenicol); redness of 
buttocks | (on aureomycin); urticarial rash | (on aureomycin). 

The conclusion finally reached is that “the present study 
suggests that early recognition and early antibiotic therapy of 
whooping-cough may help to reduce the severity of the in- 
fection, but that little is gained from antibiotic treatment of 
cases in which even slight symptoms have been present for 
more than a week.” 


Cruelty to Children.—Under this title the Association of 
Children’s Officers has just published a memorandum, which it 
has prepared in response to a request from a Joint Committee 
of the British Medical Association and the Magistrates’ Associ- 
ation. This is an able review of a difficult and increasingly 
important problem. In reviewing the usc made of the law in 
these cases, the association feels tha. the law might be used 
with greater flexibility. It deprecates the “present practice of 
almost automatically committing children to the care of the 
Local Authority, whenever an offence has been proved.” It 
also considers that the parents convicted of a first offense, 
especially neglect, “might more often be given a severe warn- 
ing that another conviction will result in a sharp term of 
imprisonment and then be sent home with their children on 
probation to try to do better in the future.” An appeal is 
made for a wider use of the provision for placing children 
under supervision at home and for taking recognizances from 
parents. “If the parents have behaved so badly that the 
children are taken away, especially if the offence has been 
repeated, the parents should be required to make a very sub- 
stantial contribution to their maintenance.” One child under 
institutional care for 1S years may cost £3,000, and a single 
large family may cost well into five figures. “At present, many 
convicted parents are better off financially (and better off 
than their law-abiding neighbors) without their children than 
with them.” 

On the general question of remedies, the memorandum states 
that “a substantial reduction of ill-treatment and neglect can 
only be achieved by measures to promote an improvement in 
the spiritual state of the nation.” The machinery for detecting 
and combating physical violence is considered to be adequate, 
and no extension of powers to enter private houses is required. 
The prevention of mental ill-treatment is “a much wider 
problem, and one on which a lead can only be given by the 
medical profession.” The final conclusions of the memorandum 
may be axiomatic, but they are worth quoting as an admirably 
concise summary of a problem that is worrying Western 
civilization to an increasing extent: 

“(a) The family (even when it consists of mother and child 
only) must be treated as a living organism and not split up 
into smaller units for the purpose of social action. 

(b) There is no perfect substitute for the natural father and 
mother. 

(c) The child has spiritual, mental and emotional needs, as 
well as physical ones. 

(d) There is need for amendment of the law relating to 
parental responsibility. 

(e) The removal of a child from his home is a dangerous 
and costly expedient which should only be resorted to after all 
other means of ameliorating his hardships have failed. The 
courts should insist upon the most exhaustive enquiries before 
removing a child from his parents.” 


Lind Bicentenary.—The University of Edinburgh has been 
paying due respect to one of its greatest medical sons by 
celebrating the bicentenary of the publication of James Lind's 
classical “Treatise on Scurvy.” The celebrations included a 
symposium organized by the Nutrition Society, the participants 
in which included Dame Harriette Chick, Prof. H. A. Krebs, 
and Sir Edward Mellanby from Great Britain, Drs. R. M. 
Kark, C. G. King, and V. P. P. Sydenstricker from the United 
States, Prof. E. J. Bigwood from Belgium, Dr. H. Grounelle 
from France, and Dr. M. van Eckelen from Holland. The 
more formal part of the celebrations included the bestowing 
of the honorary degree of LL.D. on Surgeon Vice-Admiral 
Sir Sheldon Dudley, F.R.S., the distinguished holder of the 
office of medical director-general of the Royal Navy during 
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the greater part of World War II, who also delivered the 
Lind oration, and a reception by the president of the Royal 
College of Physicians of Edinburgh. The concluding event was 
a dinner in which the menu consisted of foods especially rich 
in vitamin C, including scurvy grass as a garnish, ad 
capsules dressed with paprika, and parsley as a savory. 


Addition to the Royal College of Surgeons.—In spite of her 
crowded program, Queen Elizabeth found time before her 
coronation to lay the memorial stone commemorating the 
extensions, which are creating such a metamorphosis in the 
buildings of the Royal College of Surgeons in Lincoln's Inn 
Fields. The occasion was a memorable one, carried out with 
all the pomp and colorful tradition of which the Royal Col- 
leges can boast. A large number of the college buildings were 
destroyed in an air raid in 1941. The current building program 
is devised to make good the wartime losses and to extend the 
college. The work of rebuilding is being carried out in three 
phases, the first of which was the one commemorated by the 
visit of the Queen. Its major item is the building of the Great 
Hall, which will seat 700 persons. The heaviest loss the college 
sustained was the Museum, which lost three-fifths of its build- 
ings and contents. As a result of a gift of £100,000 from the 
Wellcome Trustees, it is planned to erect three floors of 
museums above the Great Hall, each complete with exhibition 
rooms and workrooms. In line with these museums will be 
three floors of laboratories. Centrally placed in the college will 
be an extension of the Library, and connecting the old and 
new buildings will be the Exhibition Hall, where there will be 
facilities for the display of works of art, documents of interest, 
and other treasures of the college. The second phase of build- 
ing will include the Nuffield College of Surgical Sciences, a 
residential college for postgraduate students, which will pro- 
vide bedroom and full collegiate facilities for 90 students. It 
is named after Viscount Nuffield who has contributed £250,000 
toward its cost. Above Nuffield College will be a department 
of anesthesia. The third phase of building will consist of the 
reconstruction of the southwestern part of the existing college, 
including the provision of a Fellows’ Common Room. The 
whole, when completed, will constitute a noble and worthy 
home for English surgery. There are many who hope that it 
may even be a step toward the establishment of an Academy 
ef Medicine representing all branches of British medicine and 
including all the Royal Colleges. 


of General Practitioners.—In a foreward to 
the coronation issue of the Practitioner (une, 1953), which is 
devoted primarily to a symposium on “General Practice: To- 
day and Tomorrow,” the Minister of Health emphasizes the 
important role of the general practitioner. “The status of the 
general practitioner,” he says, “depends essentially upon three 
things: the trust of his patients, the respect of his colleagues, 
and the means to do his job adequately. In the last resort all 
these depend on him but there is much that others can do to 
make them manifest and to help him in his arduous and re- 
sponsible work. The hospital service can do much to help,” 
and the minister emphasizes here that “the general practitioner 
has a right to expect to be treated as a colleague and an equal, 
an essential member of the team. He should have direct access 
to x-ray and pathological services for his patients, [and] he 
should also be made welcome in the hospital if he cares to 
accompany or visit his patient or to come on a consultant's 
round.” The general practitioner, too, has his part to play by 
keeping up-to-date and ensuring that “the environment in 
which he sees his patients—his surgery, his waiting room and 
his equipment—are such as to inspire respect and confidence.” 
The aim must be to break down the attitude that only in 
hospitals can the best treatment be obtained, “for there are 
many patients for whom hospital care is wrong and that of 
their own doctor right.” 

In thus epitomizing, in characteristically concise terms, the 
vital importance of an efficient general practitioner service the 
Minister has struck a note that badly required to be sounded. 
Far too many patients are being sent to hospitals, particularly 
as outpatients, who could be dealt with much more effectively 
i. general practitioners. Now that conditions of service have 

been improved, it is to be hoped that general practitioners 
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will be able to reorganize their practices so that they can once 
again become family physicians, and not merely the “clearing- 
house clerks” for a hospital that they have tended to become 
during these hectic and confused carly years of the National 
Health Service. What is probably now required is some edu- 
cation of the public as to when, and when not, to consult 
their physicians. 


Incidence of Primary Carcinoma of the Liver.—The high in- 
cidence of primary carcinoma of the liver in certain races or 
peoples (such as the Chinese and Bantus) and its association 
with liver cirrhosis, especially of the postnecrotic type, and 
probably with malnutrition, has been described by several 
investigators. In Mexico, where both liver cirrhosis and mal- 
nutrition are frequent, there had previously been no studies 
on the incidence of primary carcinoma. With the aim of 
obtaining definitive data about this problem, Drs. Sepulveda, 
Rivera, and Rojas analyzed the reports of autopsies performed 
in the Hospital de Enfermedades de la Nutricion (Mexico 
City) from 1947 to 1951. Their results were published in the 
Gaceta Médica de México (84:147, 1952). 

In the 500 autopsies § cases of primary carcinoma of the 
liver and 46 of secondary carcinoma were found. This would 
apparently give a very high incidence (1%) of carcinoma of 
the liver, but such a figure is not a true representation. The 
Hospital de Enfermedades de la Nutricion has a high pro- 
portion of patients with liver diseases, as is demonstrated 
by the fact that in more than a third of the cases in which 
autopsy was done the main disease was in the liver. Thus in 
1,047 autopsies in the Instituto Nacional de Cardiologia, 
where another type of disease is predominant, not a single 
case of carcinoma of the liver was found. Similar results were 
obtained by review of 93 autopsy protocols of the Hospital 
Militar (Military Hospital). 

The authors point out the following etiological factors that 
should be considered: 1. Preexisting cirrhosis, mostly of the 
postnecrotic type, with its tendency toward cell regeneration 
progressing to an anarchic extreme duc to unknown causes, 
would finally produce carcinoma. In four of the five cases 
studied, the association of carcinoma with postnecrotic cirrhosis 
was found. 2. Heredity may be a factor, since the authors 
observed primary carcinoma of the liver in two brothers. 
These two men are not included in this series, because they 
were private patients in whom autopsy was not performed. 
The diagnosis, however, was confirmed by biopsy. A past 
history of malnutrition or parasitosis of the liver was not found 
in the cases studied. 

From the histological standpoint, four of the carcinomas 
were of the multiple nodule type and one was a cystadeno- 
carcinoma. Microscopically three were classified as liver cell 
carcinomas, one as a cholangiocellular carcinoma, and one 
as a cystadenocarcinoma. 

The average age of the patients was 46 years. It was pointed 
out, however, that the disease is found in persons of all ages; 
in the Hospital Infantil de México (Children’s Hospital), two 
cases have been found in 691 autopsies, an incidence of 
approximately 0.3%. (The children were 17 months and § 
years old; associated cirrhosis was not found in these cases.) 
Three of the five patients studied were men and two were 
women. 

The most frequent clinical pictures were (a) appearance of 
systemic symptoms and at the same time symptoms of a 
tumor of the liver in previously well persons and (+) the 
appearance of pain in the hepatic region, enlargement of the 
liver, and a rapidly unfavorable course in persons with cirrho- 
sis. 


The liver function tests showed dysfunction in all cases and 
generally revealed progressive and severe liver insufficiency. 
The sulfobromophthalein (Bromsulphalein) retention and the 
direct serum bilirubin tests were especially sensitive. In two 
cases a high alkaline phosphatase level was found. Although 
these findings are not specific and may be found in other dis- 
eases of the liver or the biliary tract, it is commonly accepted 
that carcinoma of the liver does not cause marked alteration 
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in the liver function tests. The experience of the authors does 
not confirm this impression; on the contrary, as a rule, marked 
and progressive dysfunction was found. 

The only way of making a positive diagnosis during the 
life of the patient is by laparotomy, since it permits a macro- 
scopic inspection of the gland, a specimen of the tumor may 
be secured, and control of any possible hemorrhage is easy. 
Moreover, if the pathological diagnosis is made immediately 
and the neoplastic lesion can be excised, a radical operation 
may be carried out at the same time. 

Liver carcinoma can be confused with cirrhosis, mainly of 
the postnecrotic type, and with secondary carcinoma of the 
liver. Less frequently it is confused with amebic abscess. The 
disease leads rapidly to death; the average survival in the 
authors’ cases was six months after initiation of symptoms. 
Death was due to hepatic coma in four cases and in the other 
to cachexia due to cancer. 


New University.—Until 12 years ago the subtropical state of 
Morelos had no institution of higher learning. At that time 
with economic conditions improving steadily, the Instituto 
Superior (a college with some but not all professional schools), 
was founded at the resort town of Cuernavaca, the state cap- 
ital. Since then the quality of its studies has been improved 
and the number of students increased, paralleling the growth 
of the general population of the state. 

Several months ago works were undertaken to transform the 
Instituto Superior into a university. Since every university is 
required to have a school of medicine, this new one will be 
the 14th in Mexico. The establishment of the new university 
was marked by a solemn ceremony at Cuernavaca on May 
3, which was attended by representatives of other universities. 


New Study Plan.—Many Latin American universities have 
been financially unable to carry out expansion programs com- 
mensurate with the rapidly increasing number of students 
applying for matriculation in the professional courses. The 
problem of heavily overcrowded classes, which tend to lower 
the professional quality of the graduate, must be especially 
guarded against in the faculties of medicine. 

To combat this dangerous problem, a new study plan, 
adopted six years ago by the Faculty of Medicine of the 
University of Guadalajara, has proved a practical and efficient 
means of assuring the high quality of the graduate student and 
of maintaining or improving the desired standards of the 
medical profession despite limited physical and economic 
resources. As a result of the success of this plan, it is being 
studied for use in other Mexican and Latin American univer- 


sities. 

After careful studies of the curriculums of large and small 
universities in the United States, Canada, and Europe, the 
plan now in effect was adapted to conform to the physical 
and economic conditions of the Faculty of Medicine of this 
university. These considerations led to the decision to limit 
the first year matriculation to 75 students, $0 of these to be 
selected from among the graduates of the medical preparatory 
school of Guadalajara, 20 from other similar Mexican in- 
stitutions, and S$ from foreign preparatory schools. 

From these groups approximately 125 students with the 
highest scholastic rating are selected upon graduation from 
preparatory school. These students then undergo three exami- 
nations: (1) complete physical examination; (2) academic 
examination of three or more of the basic preparatory sub- 
jects; and (3) vocational aptitude examination, including 
psychological study. 

The curriculum consists of four academic years and two 
years of practical work, which includes the study in the spe- 
cialties, clinical work, and six months of social service. At the 
end of the six year period, the student's qualifications for a 
degree are further judged on the basis of the results of a 
final academic cxamination, a clinical examination, and the 
presentation of a thesis. Upon successfully passing these 
examinations, the student is given his diploma and doctorate, 
which officially entitles him to practice medicine. The practical 
results of this plan have proved especially gratifying in the 
clinic, where small, rotating groups of from 8 to 10 students 
readily demonstrate their careful preparation and a thorough 
comprehension of the basic studies. 


CORRESPONDENCE 


FOREIGN-TRAINED PHYSICIANS 

To the Editor-—We are writing to applaud the statistical data 
on “Licensure of Foreign-Trained Physicians” in Tae Journar 
May 30, 1953 (p. 438). We wish, however, to stress the grow- 
ing problem of what is to be done with the increasing number 
of graduates from unapproved foreign medical schools. Our 
organization, the National Committee for Resettlement of 
Foreign Physicians, has, since 1939, concerned itself with the 
equitable resettlement of qualified foreign physicians who are 
refugees from persecution abroad. Since the early days of 
Hitler, there has been a steady immigration of foreign phy- 
sicians (except during the United States’ participation in World 
War Il) from many parts of the world. Our agency is the only 
one in the United States that is concerned with the resettle- 
ment problems of these immigrants. Between 1939 and 1942 
we registered and rendered service to about 7,000 emigrant 
physicians, mostly from Germany and Austria. After World 
War Il, a new wave of immigration began and consisted more 
and more of displaced persons and refugees from behind the 
Iron Curtain, the Near East, India, and China where con- 
ditions forced emigration. 

We think that American physicians can point with pride 
to the prodigious achievement in the successful assimilation of 
more than 10,000 such immigrants in the past 15 years. No- 
where in the world has the immigrant physician been received 
or accepted on such a scale or with such friendship, even 
though many states raised barriers to their licensure when 
very large numbers came in a short period. Our committee 


believes firmly in tests of qualification designed to find the 
fit immigrant physician who can be of service to our people, 
especially in understaffed communities or the armed forces 


and, thus, add substantial numbers to our medical manpower. 
Screening to exclude subversives, evaluation of language and 
scientific aptitude, and securing first citizenship papers are 
desirable goals that we try to fulfill in giving advice and 
guidance. 

Our committee receives dozens of requests cach month for 
the services of well-trained foreign physicians to fill posts as 
interns, residents, admitting physicians, anaesthetists, and staff 
physicians in state hospitals for mental disease or treatment 
of tuberculosis. Our experience with foreign physicians indi- 
cates that they need a period of rehabilitation in American 
hospitals so they may learn American ways, improve their 
English, and find opportunity to fit into the community. It 
is heartening to see that 45 state boards now permit foreign- 
trained physicians to be examined under varying conditions. 
We believe that the requirement of full citizenship now de- 
manded by 26 of the boards merely delays the resettlement 
of otherwise qualified persons for five years before they can 
apply for licensure in these states. This requirement penalizes 
both the needy community and the physician secking to fill 
an empty post. The requirement that applicants file their in- 
tention to become citizens is reasonable, and the successful 
applicant with first papers should be issued his license with 
the understanding that he must complete his naturalization 
within five to seven years after issuance of his first papers. 

Our committee is increasingly concerned about immigrants 
who are graduates of foreign medical schools that are not 
approved by the Council on Medical Education and Hospitals 
and the Executive Council of the Association of American 
Medical Colleges. There are hundreds of these graduates in 
the United States; some succeed in gaining admission to some 
state boards; others are barred, apparently permanently, and 
must seck institutional posts if they are to remain active in 
the medical profession. We believe that the recent ruling by 
the board of regents in New York State, requiring refresher 
courses in the basic and clinical sciences, is a reasonable step 
designed to add to the qualifications of such physicians and to 
test the candidates in this group. Such a course is now offered 
by the New York University-Post Graduate Medical School, 


and we are happy to report that during the first year those 
who were recommended for admission to the state licensing 
board by New York University did better on all examinations 
as a group than all other foreign candidates. If other medical 
schools with equal facilities would offer a similar course, the 
means would be provided for making better use of immigrant 
graduates of unapproved foreign medical schools. Since these 
persons are immigrants who have entered the United States 
legally, we believe that everything possible should be done to 
facilitate their assimilation in the medical profession, thus 
ensuring equal treatment as potential citizens of the United 
States. Theirs is a peculiar plight. They are the victims of 
their fate, not the architects. If they are not permitted to take 
licensing examinations, then both the competent and the in- 
competent are excluded without a test. With the present short- 
age of young physicians for institutional jobs, many of these 
persons are now in such posts, and many may be expected 
to continue to work as unlicensed, unregistered physicians in 
hospitals that cannot get fully qualified or certified persons. 
For these reasons, we believe that steps should be taken by 
state boards and medical schools to facilitate the retraining 
or the additional training of such persons in order to find the 
qualified among them and to exclude the unqualified. 


Avex M. Burorss, M.D. 

National Chairman 

Invinc Grarr, M.D. 

Chairman, Medical Advisory Board 

National Committee for Resettlement 
of Foreign Physicians 

15 Park Row, New York 38. 


PLIGHT OF THE HOSPITAL 

To the Editor:-—To a degree the development of hospitals 
has paralleled the advance of civilization as a whole. First 
there was the provision of the bare necessities of existence. 
Then slowly the scientific aids and the comforts, which made 
life worth living but more expensive, were added and were 
followed by the need to conserve those advantages for those 
most in need of them. Many sciences have combined to evolve 
the modern hospital equipped with every device known to the 
healing arts and staffed with a wide variety of skilled workers. 
Drawn by such manifold advantages, growing numbers of 
persons go to the hospital confident that there they will re- 
ceive the benefits that the experience of others has led them 
to expect. 

Today, however, the demand for this high-geared and com- 
plicated service surpasses the supply of both facilities and 
personnel. If relief is not found soon, there will inevitably be 
congestion and delays and the threat of lower standards. The 
situation may be compared to opening all the water faucets 
in the hospital at one time. Pressure would drop to a trickle 
or fail completely and slow down all functions dependent on 
this vital element until the load was reduced to normal. In 
hospitals the problem is now one of control and of equaliz- 
ing the load by avoiding unnecessary peaks and by climinating 
all demands not indicated by calm professional judgment and 
an understanding of the problem of supply and distribution. 
Any past emphasis on luxury and convenience that has induced 
people to use modern hospitals must yield to priority based 
on medical necessity wherever facilities and services are over- 
taxed or understaffed. 

Who is to control the demand and avert a possible crisis? 
It is not the management, which is busy supplying steam and 
plugging the leaks, or the public, which clamors for the scarce 
accommodations and skilled service. It is the author of the 
advances in medicine that require new gadgets and expensive 
technical help to operate them; it is the person who prescribes 
their use on his patients—the physician. 
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Every admission and discharge, every day's stay in the hos- 
pital, every medication or special diet given, and every pro- 
cedure carried out during hospitalization is by order of the 
physician. His hand is on the spigot, and it is mainly to him 
that we must look for the conservation and the quality of 
what flows out of it. He, more than anyone else, can and 
must help by limiting to real necessities the resulting costs 
that inevitably find their way into a hospital's budget and then 
to the patient's bill. Since the so-called “ancillary services,” 
all of which are rendered only on the physician's order, may 
account for 50% of all charges to patients, their effect on 
the cost of hospital care and the imperative need of conserva- 
tion in their use are obvious. Hospital charges are based 
essentially on the total cost of operation divided by the units 
of service actually rendered. The nature of a hospital's work 
is such that the major part of its expense is fixed and economi- 
cal operation thus depends on high utilization of facilities and 
services. As the stand-by cost of a hospital bed varies little 
whether it is empty or occupied, cooperation of the physician 
by scheduling admissions when beds are available and by giving 
advance notice of his discharges can be the most potent factor 
in stabilizing and controlling basic costs, as well as in in- 
creasing a hospital's capacity to serve both the public and 
the medical staff. 

The health of the nation and the livelihood of the physician 
depend increasingly on the adequacy, efficiency, and solvency 
of hospitals. True, hospitals are prepared to deal with crises 
when they occur, but, to meet them, hospitals must have 
periods of rest and assurance of support, both internal and 
external, both material and spiritual, so they can replenish the 
vitality expended during their periods of strain and strengthen 
their appeal to urgently needed workers. At the 102nd annual 
meeting of the American Medical Association, Dr. P. D. 
White stated that the serious degrees of heart disease can be 
postponed, or even prevented, by the adoption of common 
sense measures, such as “avoidance of prolonged nervous ten- 
sion and excessive overweight.” Our hospitals will survive if 
an informed public and a considerate medical profession pre- 
scribe similar measures for the hospitals and see that they are 
scrupulously carried out. 

Mr. F. Stantey Howe 
478 Fairview Ave., Orange, N. J. 


MECONIUM ILEUS 

To the Editor:—I enjoyed the article “Meconium Ileus” by 
W. Foster Montgomery in Tue Journat (1$2:225 [May 16] 
1953). Recently I had the opportunity to observe a similar 
case, and, although the patient eventually died because of the 
disease, two observations were made that may be of sig- 
nificance: (1) human bile, containing pancreatic juice, obtain’ 4 
from an adult with an indwelling T tube in the common b ¢ 
duct, proved to be a very effective substance for irrigating the 
distal ileum and colon and (2) evidence suggested a definite 
defect in peristalsis that was characterized by active segmenta- 
tion and reversed peristalsis but an inadequate forward pro- 
pulsive peristaltic wave. If these observations are correct, the 
peculiar nature of the obstruction and the peculiar character 
of the inspissated meconium could reasonably be explained 
on this basis alone. 

The patient was a 48-hour-old baby girl in whom, shortly 
after birth, all the signs and symptoms of small bowel ob- 
struction developed. The diagnosis of meconium ileus in- 
volving the entire colon and over 75% of the terminal ileum 
was confirmed at operation. The narrow ileum and colon were 
approximately 5 mm. in diameter and contained typical, thick, 
tenacious, “bubble-gum-like” material. The bowel above this 
point showed progressive and tremendous dilatation. Because 
of the extent of disease, anastomosis or resection of the in- 
volved portion of the ileum and colon seemed unfeasible; 
therefore, a double-barreled ileostomy was performed in the 
hope that anastomosis or resection could be performed at a 
later date. During the postoperative period, both loops of the 
ileum and rectum were irrigated with bile obtained from the 
T tube of an adult who had recently undergone gallbladder 
surgery. Laboratory examination of the bile confirmed the 


of strong concentrations of pancreatic secretions. 
Irrigation of the loops with this material resulted in prompt 
digestion of the inspissated meconium. The intestinal material 
assumed a more normal and soft character; but, in spite of 
this, there was inadequate drainage through the ileostomy even 
though the stoma was patent and easily admitted the little 
finger. Repeated observations of the abdominal wall revealed 
marked peristaltic activity at all times, but the proximal ileum 
and jejunum remained distended up to a point a short distance 
from the ileostomy. Passage of a catheter immediately de- 
flated the dilated loop of bowel. It was thought that even 
though peristaltic segmentation was present, the intestine lacked 
the ability to propel the intestinal material in a forward, or 
downward, direction. The baby’s condition improved some- 
what during the first week or 10 days after surgery but then 
gradually deteriorated. The infant died one month after sur- 
gery, probably from inadequate nutrition. 

Because this condition is rare, no one has been able to 
accumulate a series of cases large enough to make adequate 
experimental studies. The relationship between meconium ileus 
and pancreatic insufficiency is well known; therefore, the use 
of whole bile containing pancreatic juice from a patient with 
a T tube in the common duct seems theoretically sound and 
in this case proved very effective in producing digestion of 
the inspissated meconium. Abnormalities in the parasympa- 
thetic or autonomic nervous system, such as an absence of the 
myenteric plexus in the ileum and an imbalance in the nervous 
control of the pancreatic secretions, have been described. As 
far as I can determine, the possibility that these infants have 
rather active peristaltic segmentation and reverse peristalsis 
but not adequate forward peristaltic action is a new one that 
deserves further thought and consideration. 

H. M. Biecex, M.D. 

L. R. Atperson, 

G. H. Barmeyer, M.D. 
The Western Montana Clinic 
Missoula, Mont. 


To the Editor:—Through the facilities of THe Journat I 
would like to present the following suggestions to publishers 
of all medical journals. Physicians interested in the develop- 
ment of a reprint file have found it rather difficult, in the 
cases of most journals, to contact the author of a particular 
article. This situation could be alleviated by including the 
address of the author either as part of the by-line or at the 
end of the article. A second suggestion is in connection with 
a better documentation of articles appearing in medical jour- 
nals. Physicians who do not desire to keep a complete journal 
remove certain pages for filing. It is this group who would 
find it exceedingly helpful if the name, date, and volume 
number were part of the running head on cach page. Some 
journals, such as the JOURNAL OF THE AMERICAN MEDICAL 
Association, follow this practice, while others carry only the 
title of the article or the name of the author. For those who 
follow the literature closely and endeavor to keep current, these 
minor changes would save a great deal of time. 

J. S. Fetrox, M.D., Medical Director 

Oak Ridge National Laboratory 

Post Office Box P, Oak Ridge, Tenn. 


PROTEUS MIRABILIS 

To the Editor-—The Proteus mirabilis has been recognized 
generally as a harmless strain. Some time ago, however, we 
performed a search for all the aerobic enteric bacteria strains 
found in the stools of sick infants under one year of age, 
who had diarrhea. In over 40 patients, each examined several 
times during the illness, the strain found was Proteus mirabilis. 
Recently, we suspected subacute bacterial endocarditis in a 
70-year-old woman. Cultures from her blood, urine, and feces 
showed that P. mirabilis was present. No other strains were 
found. We believe, that this strain was the cause of the death 
of the woman. Joses® Wetser, M.D. 

Rotshild Blvd., Hadera, Israel. 
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COUNCIL ON INDUSTRIAL HEALTH | 


This statement is a revision of similar material presented 
at the Conference on Preventive Medicine held in Colorado 
Springs in November, 1952, and has been prepared for pub- 
lication at the request of the Council on Industrial Health. 


C. M. Peterson, M.D., Secretary. 


THE NEED TO TEACH INDUSTRIAL 
HEALTH TO MEDICAL STUDENTS 


Robert A. Kehoe, M.D., Cincinnati 


There is an acute and constantly increasing need for more 
and better medical performance in American industry, with 
particular reference to the application of practical measures 
of preventive medicine. This need is greatest in small industrial 
plants. A great opportunity is now open to the medical pro- 
fession, in that almost any contribution made by it toward the 
solution of the obvious hygienic problems of industry will 
greatly improve its performance and demonstrate its useful- 
ness to society. This is even more significant because the 
employees of small industrial plants represent more than half 
of our total industrial population. Professional responsibility 
and prestige demand that the attention of physicians and 
medical educators be directed toward the problems of human 
health that derive from the most characteristic and insistent 
activity of modern life—technological industrial production. 
The productive functioning of this segment of our population, 
impaired as it is by the inroads of preventable disability and 
absenteeism, is a matter of great economic and social im- 
portance. 

In view of the dearth of trained personnel in industrial 
medicine and the certainty that most of the talent made avail- 
able in the near future will be absorbed by large industrial 
organizations, the following facts are noteworthy: 

1. Medical service in the small industrial organizations of 
the country will be provided by physicians engaged in general 
practice. 2. If such service is to include preventive measures 
to any extent, the practitioner of medicine will have to be 
familiar with the principles and techniques of preventive medi- 
cine as these apply to industrial employees and their environ- 
ment. 

It is not to be supposed that undergraduate instruction in 
preventive medicine in medical schools shall suddenly become 
a means of producing well-trained industrial physicians in 
large numbers or of converting practitioners of medicine into 
industrial physicians. This is neither necessary nor desirable. 
From time to time critics and enthusiasts have argued the 
urgency of modifying and expanding the undergraduate medi- 
cal curriculum by the introduction of various types of highly 
specialized disciplines into the basic training of the physician. 
In general such proposals are opportunistic, illogical and 
naive; they are also unappealing to the educational profession, 
which, at its best, examines human and social requirements 
and values and undertakes to minister to them with an eye to 
history and human capacities and potentialities. What is 
urgently required is that the need for preventive medicine in 
an industrial society be recognized and presented to the 
student of medicine, that the opportunities for the exercise of 
the conventional skill of the physician in this direction be 
pointed out, and that the existence of a special field of practice, 
which requires specialized technical knowledge and skill, be 
made known. It is also important that a sufficient number of 
centers of medical education find means of making effective 
postgraduate training available for the physician who finds 
himself interested in or engaged in industrial medical practice 
along with general or specialized medical practice. 

Instruction to undergraduates in preventive industrial medi- 
cine should be adapted intelligently to the needs of an indus- 
trial society by instructors who know the prob'ems of industry. 
The means of teaching and the time at which it is done will 
depend upon the personnel and facilities available in the given 
medical school. The degree of emphasis should depend, to a 
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reasonable extent, upon the comparative competence of the 
personnel and the facilities available for other types of in- 
struction. In view of the need for effective instruction in 
occupational health, a responsible effort should be made in 
medical schools to provide adequate facilities and competent 
staff and to set aside some time for consideration of the prin- 
ciples involved. The relation of clinical medicine to occupa- 
tional factors and disease must be taught, to be effective, in the 
clinical years of instruction. This can be done, when clinical 
material is available, by specialists in the field of occupational 
health who are also good clinical teachers, or it can be intro- 
duced into the general teaching of departmental clinicians who 
are familiar with industrial medical problems. 

The principles and techniques of preventive medicine in 
industry in some medical schools, perhaps in most, may well 
be presented to the undergraduate medical student by the 
department of preventive medicine. Indeed, this seems the 
logical focal point for such instruction and for the catalysis 
of thought and planning necessary for the proper development 
of this subject in a medical center. The important asset here 
is a viewpoint toward preventive medicine. Beyond that, how- 
ever, there is a mandatory requirement that persons be 
available who know the field of occupational health and are 
competent to practice in it. Otherwise there will be neither 
material for practical instruction nor an effective grasp of 
the methods through which pertinent principles are embodied 
into practice. Only rarely is the conventional teacher or 
department of preventive medicine found to be competent in 
this field. This basic requirement needs to be recognized, no 
matter what department is charged with final responsibility. 

At the present stage of development, the nature and scope 
of instruction in its formal representation in the curriculum 
is relatively unimportant. What is important, as suggested 
previously, is a viewpoint and a steadfastness of purpose that 
will lead to the fulfillment of a professional responsibility. 
This responsibility can no longer be ignored by medical edu- 
cators, if those so engaged hope to be regarded as responsive 
to their duty to society. 
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Repair of Direct Hernia with Rectus Sheath Graft: 
16 mm., color, silent, showing time 21 minutes. Produced in 1952 by and 
procurable on loan from Philip Thorek, M.D., 25 E. Washington St, 
Chicago 2. 

This picture demonstrates in fine detail the technique for 
repair of a direct inguinal hernia utilizing a pedicled anterior 
rectus sheath graft, as described originally by Halsted. Numer- 
ous anatomic drawings have been used to amplify the already 
adequate operative sequences and descriptive titles. The opera- 
tion itself is well presented, and all significant anatomy is 
adequately shown. The color photography is well done, and 
the titles are clear. The film can be recommended for sur- 
geons, residents, and medical students. 


Carcinoma of - See 16 mm., color, sound, showing time 32 
minutes. Prepared R. Lee Clark Jr. M.D., University of Texas, 
Houston. Produced in 1951 by and procurable on loan from Davis & Geck, 
Inc., 57 Willoughby St., Brooklyn 1. 


This film reveals a radical dissection of the thyroid gland 
and extensive block dissection of associated lymph nodes. The 
operation is performed on a malignant thyroid adenoma. The 
execution of the technique is good, the exposure adequate, and 
the extent of the procedure ample. In the beginning of the 
film, the part played by radioactive iodine is discussed. This 
is timely and worth while; however, there was no correlation 
between the subject matter being shown on the film and the 
discussion. This is not only annoying but confusing, since the 
theme of either one of the given subjects is lost. The photog- 
raphy is excellent. This picture can be recommended for 
surgeons, particularly those specializing in thyroid surgery. 
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Hospitals in General: Board's Right to Dismiss Practitioner 
from Staff.—The plaintiff physician filed suit for an injunc- 
tion to restrain the defendant hospital from depriving him of 
the use of the hospital facilities and for damages due to such 
denial. From a judgment against him, the plaintiff appealed 
to the Supreme Court of lowa. 


The Sisters of Mercy of Council Bluffs, lowa, was organized 
and incorporated in 1938, as a nonpecuniary corporation under 
the laws of lowa. It is a private corporation and, as such, 
operates hospitals, schools, and other institutions, one of them 
being the defendant, Mercy Hospital in Des Moines. The hos- 
pital is privately operated but is open to the public and serves 
all persons without regard to race or creed. The staff consists 
of two classes, associate and active. In the first-named class 
are the younger and the newer members, who, after three 
years, become cligible to be active members and officers. The 
officers constitute an executive committee to act as a board 
of directors to confer and advise, in matters pertaining to the 
welfare of the hospital, with the Sisters governing board, 
which is always present at the meetings of the executive com- 
mittee or staff. Members of the medical staff of Mercy Hos- 
pital are required to be members in good standing of the cor- 
porate body known as the Des Moines Academy of Medicine 
and Polk County Medical Society and competent physicians 
of good character, who conduct themselves in accord with 
professional and ethical standards, are well recommended, and 
are endorsed by two members of the Polk County Medical 
Board, or of the staff. 


The plaintiff, after graduation from Loyola University School 
of Medicine in Chicago, and after completing an internship 
in the defendant hospital, was issued a license to practice 
medicine in lowa in 1933. Two years later he made written 
application to Mercy Hospital for appointment to the medical 
staff of the hospital and was accepted. At that time he was 
a member of the Polk County Medical Society. He remained 
a member of the medical staff of the hospital for 10 years, 
although he was not a member of the Polk County Medical 
Society after 1938, having been dropped in that year for 
nonpayment of dues. In 1945, the plaintiffs wife sued him 
for divorce, and during the divorce trial charges and counter- 
charges relating to adultery and sexual promiscuities were made 
and there was a great deal of publicity in the local press re- 
lating to all the facts of the case. On Feb. 5S, 1945, the 
plaintiffs wife was granted a divorce decree. The next day 
the executive committee of the medical staff of the defendant 
hospital met with the Sisters governing board, and a motion 
was made “that a recommendation to the Governing Board 
be made that Dr. P. F. Natale be dropped as a member of 
Mercy Hospital Staff and that he not be allowed to bring 
patients to Mercy Hospital.” The motion was carried without 
a dissenting vote of the members of the executive staff or 
of the governing board. No other recorded action was taken 
by the Sisters governing board. 

According to the by-laws of the medical staff, any member 
against whom any charges of unprofessional conduct or by-law 
violation have been preferred shall be notified of such charges 
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and shall have the opportunity of appearing before the execu- 
tive committee in his own defense before final action is taken. 
There is no evidence, said the Supreme Court, that any charge 
was preferred against the plaintiff. He was not notified of any 
charge. He was not present before the executive committee. 
He had no opportunity of appearing in his own defense before 
the committee before final action was taken, or at any other 
time. There were no witnesses before the committee or at the 
meeting. There was, in fact, no hearing. The knowledge of 
the committee was based only on rumors they had heard. 


The decisive factor in this action, said the Supreme Court, 
is the fact that the Sisters of Mercy is a private corporation 
and has operated Mercy Hospital as a private business. The 
fact that its services and facilities are available to the public 
does not make it a public corporation, whether for pay or 
as charity. It is a fundamental and generally accepted rule 
that courts will not interfere with the internal management 
cf a private corporation. In accordance with this rule the 
power to manage and control a hospital operated by a private 
corporation includes the authority and power to exclude phy- 
sicians from the privilege of practicing their profession in 
the hospital. Thus, being a private corporation, the Sisters of 
Mercy had the right to make rules and regulations respecting 
patients and physicians, and to conduct the hospital as they 
saw fit, as long as its acts or omissions were not fraudulent, 
illegal, witra vires, intentionally negligent, or otherwise wrong- 
fully injurious to another. One requisite to membership on 
the hospital medical staff, the Supreme Court continued, was 
that a physician be a member in good standing of the Polk 
County Medical Society. The plaintiff was not a member of 
this society on Feb. S, 1945, when the staff made its recom- 


-mendation, or on March 6, 1945, when the governing board 


notified him of his dismissal, and had not been a member 
for over seven years. The fact that he had been permitted 
to practice as a member of the staff during such period would 
not stop the corporation from dismissing him. His permission 
to attend his patients in the hospital and use its facilities in 
his practice was but a privilege, and not a right vested in 
him by contract or other obligation of the Sisters of Mercy. 
Neither, said the Supreme Court, does the fact that no charge 
was preferred against him by the executive committee of the 
staff, or by any one else, and that no hearing was had before 
the committee, or opportunity given him to make a defense, 
avail him in this action. The by-laws containing these require- 
ments were by-laws of the staff and were not binding on the 
governing board. The fact that the plaintiff was not a member 
of the county medical scciety was sufficient in itself to effect 
his dismissal from the staff, so that if he had been afforded 
full opportunity to make a defense, it would have been of no 
aid to him. 

Another requirement for membership on the staff was good 
character and conduct in accord with generally accepted moral 
standards. It was for the Sisters of Mercy, as a private corpo- 
ration, through the governing board of Mercy Hospital, to 
exercise its discretion and to decide whether, because of the 
evidence in the divorce trial and its extensive publicity, the 
plaintiff then qualified under this requirement. 


The failure of the plaintiff to meet cither of these require- 
ments for eligibility to the medical staff of Mercy Hospital, 
concluded the Supreme Court, sustains the decree of the dis- 
trict court. Accordingly, the judgment in favor of the de- 
fendant hospital was affirmed. Natale v. Sisters of Mercy of 
Council Bluffs et al., 52 N.W. (2d) 701 Uowa, 1952). 
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MEDICAL LITERATURE ABSTRACTS 


UNITED STATES 


A.M.A, Arch. Dermat. and Syphilol., Chicago 
67:239-344 (March) 1953 


Systemic Disturbances in Recalcitrant Trichophyton Rubrum (Purpureum) 
Infections: Studies and Short Report on Therapeutic Experiments. 
S. Rothman —p. 239 

Generalized Trichophyton Rubrum Infection Associated with Systemic 
Lymphoblastoma: Report of Three Cases. G. M. Lewis, M. E. Hopper 


and M. J. Scott.—p. 247 
Aqueous Solutions of Sodium ith Chiorophyll as 


Propionate w 
peutic Agent. S. M. Peck, FE. F. Traub and H. J. Spoor —p. 26 
Mechanical Trauma: Study of Its Role in a Group of Skin -™ 
Reputedly Influenced by Trauma. A. R. McParland.—p. 27%. 
Diseases Related to Light Sensitivity. B. M. Kesten and M. Slatkin. 
—p 284. 
Birthmarks in Infants. A. G. Pratt.—p. 302. 
Experimental Studies on Sarcoidosis: 


Persistence and Survival of Inocu- 
lated Micro-Organisms. A. Rostenberg Jr. F. J. Szymanski, G. J. 


Brebdis and others.—p. 406 


A.M.A. Arch. Ind. Hyg. & Occupat. Med., Chicago 
7:187-274 (March) 1953 


Industrial Hygiene in Britain. B. H. Harvey. —p. 187. 

Exposure of Connecticut Tobacco Workers to Parathion. R. A. Schaefer 
and G. H. Vance. —p. 193. 

Toxicological and Pharmacological Studies on Chiordane. A. M. Ambrose, 
H. .E. Christensen, D. J. Robbins and L. J. Rather.—p. 197. 

Evaluation of Long-Term Radiation Exposures. D. A Holaday—p. 211. 

Agents Diminishing Skeletal Accumulation of Lead. N. 8. MacDonald, 
F. Evmirlian, P. Spain and D. E. Rownds.—p. 217 

Examination of Heat Stress Indices: Usefulness of Such Indices for 
Predicting Responses of African Mine Laborers. C. H. Wyndham, 
W. van der Merwe Bouwer, H. F. Paterson and M. G. Devine.—p. 221. 

Working Efficiency of Africans in Heat: Effect of Various Saturated Air 
Temperatures, Wind Velocities, and Rates of Work. C. H. Wyndham, 
W. van der Merwe Bouwer, HF. Paterson and M. G. Devine.—p. 2. 

Periodic Health Examinations. W. L. Cook Jr.—p. 241. 

Improvements in Rapid Screening Method for Lead in Urine. W. W. 
Woessner and J. Cholak.—p. 249. 


A.M.A. Arch. Internal Medicine, Chicago 
91:283-416 (March) 1953 

Corticotropin (ACTH) and Adrenal Hormones During “ow Stress in 
a Disease. L. H. Kyle, W. P. Walsh and P. D. Doolan. 
—p.2 

peices Metabolism During Rice Diet: HI. Serum Electrolytes in 
Patients with Severe Primary or Secondary Renal Disease. E. Peschel 
and R. L. Peschel —p. 296 

Inhibitory Effects of Portal Cirrhosis of Liver on Prostatic Enlargement. 

H. Stumpf and S. L. Wilens.—p. 304. 

Hematologic Studies of Irradiated Survivors in Hiroshima, Japan. 
Y. Yamasowa.—p. 310 

*Placental Blood Serum in Treatment of Rheumatoid Arthritis: Pre- 
liminary Report M. Spiciberg.—p. 415. 

Paroxysmal Ventricular Tachycardia Treated with Intravenous Injections 
of Quinidine. L. E. January, H. E. Hamilton and D. W. Sinton.—p. 125. 

Mechanism of Flutter and Fibrillation. D. Scherf. A. 1. Schaffer and 
S. Blumenfeld. —p. 333. 

Infectious —~ 18th Annual Review of Significant Publications. H. A. 
Remmann —p 35 


Placental Blood Serum in Treatment of Rheumatoid Arthritis. 
—Active rheumatoid arthritis in women often improves dur- 
ing pregnancy, and some investigators have used blood from 
pregnant or puerperal women or placental blood serum, in 
the treatment of rheumatoid arthritis. At Spielberg's clinic 
placental blood serum was used in 1S women, aged 26 to 29, 
with active rheumatoid arthritis. The serum was prepared as 
follows: Immediately after the birth of the baby, the umbili- 
cal cord was clamped and cut, and the placental blood was 
collected by letting it flow into the sterile collecting tubes of 60 
mi. capacity. Stripping of the cord was avoided because this 
increased hemolysis. The amount of blood collected varied be- 
tween 20 and 100 mi. and averaged about 40 mi. The blood 
was kept ‘in a refrigerator overnight, and the supernatant 
serum was then pooled in a 500 mi. vacuum container. The 


pooled serum was centrifuged to remove red blood cells, and 
was Seitz-filtered and stored in the refrigerator. It was tested 
for sterility by aerobic and anaerobic culture, and a serologic 
test for syphilis was also done. The placental blood was not 
saved when the mother was Rh negative or had a history of 
syphilis, hepatitis, or jaundice. Different trial dosages, ranging 
rom 5 ml. to 250 ml. and administered either intravenously 
or intramuscularly, revealed that optimal effects were obtained 
by giving 30 ml. intravenously daily for the first 14 days, 30 
mil. three times a week for the next 2 weeks, then 30 ml. two 
times a week for 3 weeks, and finally 30 ml. once a week for 
one to three weeks. Placental blood serum produced a rapid, 
marked, and sustained improvement for six months in the 
systemic and local manifestations of rheumatoid arthritis in 
10 of the 15 cases. The results were maintained without addi- 
tional therapy, but further observation is required to deter- 
mine the duration of this therapeutic result. 


A.M.A. Arch. Surgery, Chicago 
66:265-396 (March) 1953 


*Recovery and In Vivo Survival of Human Red Cells: Studies of Red Cells 
After Storage up to Six and One-Fourth Month at Subzero Tempera- 
tures. |. W. Brown Jr. and H. F. Hardin.—p. 267. 

Microbiologic Flora of Chronic Cutaneous Ulcers: In Vitro Sensitivity 
of Microbiologic Flora to Three Antibiotics, Penicillin, Streptomycin, 
and Bacitracin. E. E. Vicher, J. W. Soska and G. G. Jackson. —p. 283. 

Ascending Erect Phicbography: Management of Chronic Venous Insuffi- 
ciency of Lower Extremity. E. M. Colvin, J. F. Walker and H. D. 
Smith.—p. 292 

Intestinal Obstruction Resulting Biliary (Gallstone Hews). 
S. Shore. H. H. Jac and J. Cannon.—p. 

Slowly Absorbed Tubocurarine in E. G. Lipow. 
~—p. 312 

Leiomyosarcoma of Duodenum: Report of Case and Summary of Litera- 
ture. Weinstein and Roberts.—p. 418. 

Appendices Epiploicae: Clinical and Pathological Considerations: Report 
of Three Cases and Si: atistical Analysis on 105 Cases. S. S. Fieber and 
J. Forman.—p. 329. 

Diverticulitis of Ascending Colon. A. M. Vaughn and E. M. Narsete. 

” 


Effect of Hepatic Artery Ligation on Ascites Due to Laennec Cirrhosis: 
Report of Two Cases. J. C. Smith, R. W. McNealy and E. A. Zauws. 
—p. 344, 

*Insidious Thrombosis of Aortic Bifurcation: Report of 35 Cases. P. Bea- 
consfield and J. Kunlin —p. 456. 

*Thrombosis of Aortic Bifurcation Treated by Resection and Homograft 

Replacement: Report of Five Cases. J. Oudot and P. Beaconsfield. 

HS 


Vagotomy: Follow-up of 100 Cases. P. F. Partington, E. J. O'Malley, 
H. Rice and W. C. McCally.—p. 375 

Experimental Studies with Intra-Arterial Transfusion: Overtransfusion in 
Anemic Dog and Hypoproteinemic Dog. E. J. Beattie Jr, J. M. 
Keshishian, D. Adovasio and others.—p. 383. 


Survival of Human Red Cells After Storage.— Although blood 
plasma can be preserved for long periods by freeze drying, 
it has thus far been impossible to preserve red blood cells 
for more than 21 or 28 days. Brown and Hardin now describe 
a new technique that will preserve red cells for many months. 
In this process the red cells are first dehydrated with glycerin 
and then stored at subzero temperatures. Prior to transfusion 
they are rewarmed and the glycerin is removed. Over 90% of 
the red cells treated in this way were recovered intact after 
storage at -70 C for up to 644 months, and approximately 
64°% of these cells survived normally after transfusion. Only 
79% of one lot of red cells stored at -15 C for 0 days were 
recovered intact, and 47° of these recovered cells survived 
normally after transfusion. No immediate or delayed reactions 
were encountered when these stored cells were transfused. 
There was evidence that a large portion of the abnormal post- 
transfusion loss of stored cells was due to the incomplete 
removal of glycerin from some of the cells before transfusion. 
Other possible methods for the more efficient removal of 
glycerin have been discussed. These studies, with those recently 
reported by British workers, indicate that the use of glycerin 
and subzero temperatures may eventually permit prolonged 
preservation of red blood cells for transfusion purposes. | 
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Insidious Thrombosis of Aortic Bifurcation.—Until Leriche 
in 1940 aroused interest in thrombotic obliteration of the 
aortic bifurcation, this condition was regarded as rare. Now 
it is realized that thrombosis of the terminal aorta begins 
insidiously and progresses for a considerable time unnoticed, 
at first producing narrowing and only later a complete oblitera- 
tion. Thirty-five such patients were seen at a Paris clinic for 
peripheral vascular diseases in the eight year period between 
1944 and 1951. The cause of the aortic thrombosis was 
arteriosclerosis in 28 cases, inflammatory arteritis in 3, throm- 
boangiitis obliterans in 2, syphilis in 1, and trauma in 1. 
While the cause of insidious thrombosis of the aortic bifur- 
cation varies, the final pathological picture is similar in all 
cases: There is a complete obliteration of the aortic bifur- 
cation. The thrombus begins in one of two places: in one 
common iliac artery, spreading upward toward the aortic bi- 
furcation and then invading both the aorta and the opposite 
common iliac artery, or in the aorta below the point of origin 
of the inferior mesenteric artery, spreading downward. In 
resected specimens and necropsy material, the thrombus ap- 
pears to originate in the common iliac artery three times as 
often as in the inferior mesenteric artery. The symptoms are 
fatigue, pain and weakness in the lower limbs, and impotence, 
all progressing slowly for months or years. Clinical and oscil- 
lometric studies reveal absence of arterial pulsation in both 
legs, but slight oscillometric pulsation at the upper end of 
the thigh may be present when the collateral circulation is 
well developed. Pallor of the lower extremities is often notice- 
able, even when the leg is dependent. Generalized wasting of 
the legs is difficult to detect, because it is symmetrical, but 
when questioned the patient often states that his legs are 
becoming thinner. When a patient complains of fatigue, pain, 
or coldness in his lower extremities or of impotence and the 
femoral pulses are absent, thrombosis of the aortic bifurcation 
should be suspected. Symptoms in insidious thrombosis never 
come on suddenly as they do in saddle embolus at the aortic 
bifurcation. Early diagnosis and treatment are important. The 
choice of treatment is between (1) bilateral lumbar sympa- 
thectomy with resection of the aortic bifurcation, (2) bilateral 
lumbar sympathectomy alone, and (3) resection and grafting 
of the thrombosed aortic bifurcation with or without lumbar 
sympathectomy. In this series of 35 cases 7 patients were first 
seen when advanced trophic changes in the lower limbs were 
already present and only one was benefited by treatment. Four 
of the 28 patients who were seen early refused treatment. 
Of the 24 who were surgically treated, 2 died, 3 remained 
unchanged, 16 improved, and 3 became symptom-free. 


Resection and Homograft Replacement in Thrombosis at Aortic 
Bifurcation.._According to Oudot and Beaconsfield, the ideal 
treatment for thrombosis of the aortic bifurcation is replace- 
ment of the obliterated segment of the aorta by a homograft. 
They have used this treatment with encouraging results in 
five cases during the last two years. Once the diagnosis of 
thrombosis of the aortic bifurcation is made and confirmed 
by an aortogram, three points must be considered before graft- 
ing is decided upon: (a) the general condition of the patient, 
(b) the patency of the large arteries of the thigh and calf 
below the block, and (c) the preparation of the graft. Re- 
section and grafting of the thrombosed aortic bifurcation is 
a long procedure, and may produce severe shock. Hence, 
careful evaluation of the cardiac and renal functions before 
the operation is essential. The homograft used is removed 
from a cadaver under aseptic conditions not later than four 
hours after death. All branching vessels of the removed aorta 
above its bifurcation are carefully ligated. The graft is then 
well washed to remove all blood and clots. After this, the 
graft is preserved at 4 C in an isotonic solution to which 
penicillin and streptomycin and 10% blood serum have been 
added. The graft is not used unless numerous cultures are 
sterile. The operative technique of the resection of the aorta 
and of the anastomosis of the graft is described and the his- 
tories of the five patients are presented. Symptomatically, they 
have all much improved. The toe skin temperature increased; 
arterial pulsation and oscillometric readings returned, although 
they were absent in the lower extremities before the operation. 
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American Heart Journal, St. Louis 
45:477-634 (April) 1953 


Pulmonary Circulatory Dynamics in Mitral Stenosis Before and After 
Commissurotomy. L. Werké, G. Bidrck, C. Crafoord and others. 
—p. 477. 

*Subendocardial Trauma Produced by Right-Sided Catheterization of Heart 
in Man. S. M. Sancetta, D. B. Hacke! and R. B. Lynn.—p. 491. 

Fluorodensography with Radiopaque Substance: New Method for Hemo- 
dynamic Investigation. G. Moros G., R. J. Neri and G. Villagordoa. 
—p. 495 

Electrocardiographic Mirror Pattern Studies: I. Statistical and Individual 
Validity of Heart Dipole Concept as Applied in Electrocardiographic 
Analysis. R. B. Levine, O. H. Schmitt and E. Simonson.——p. 500 

Electrostethography: U1. Crystal Microphone Characteristics at L 
Frequencies for the Study of Cardiodynamics. F. L. Dunn and W. E. 
Rahm Jr.—p. $19. 

Electrocardiographic Diagnosis of Septal Infarctions. M. 1. Rodriguez, 
A. Anseimi and D. Sodi-Pallares.—p. $25. 

Diagnosis of Myocardial Infarction in Patients with Anomalous Atrio- 
ventricular Excitation (Wolff-Parkinson-White Syndrome). L. Wolff and 
J. L. Richman.—p. $45. 

Histologic Studies of Internal Mammary Artery After Implantation into 
the Myocardium. S. A. Bencosme and A. Vineberg.—p. $71. 

*Comparative Effects of 3-Hydroxy-2-Phenyicinchoninic Acid (HPC) and 
Aspirin on Acute Course of Rheumatic Fever and Occurrence of Rheu- 
matic Valvular Disease. E. J. Clark and H. B. Houser —p. 576. 

Interrelationship of Digitalis and Potassium in Auricular Tachycardia with 
Biock. B. Lown, N. F. Wyatt, A. T. Crocker and others.—p. 589. 

Clinical Results of Oral and Parenteral Administration of 24N'p-Tolyl-N’ 
-m-Hydroxyphenylaminomethy!) Imidazotine Hydrochloride (Regitine) in 
Treatment of Hypertension and an Evaluation of Cerebral Hemody- 
namic Effects. J. H. Moyer and C. Caplovitz.—p. 602. 


Subendocardial Trauma Produced by Cardiac Catheterization. 
—The occurrence of subendocardial hemorrhage in a 39-year- 
old woman and right bundle branch block in a 59-year-old 
woman as a result of catheterization of the right side of the 
heart is reported. The first patient was catheterized for in- 
vestigation of the hemodynamic changes incidental to the ad- 
ministration of high spinal anesthesia for cholecystectomy. On 
the first attempt to enter the tricuspid orifice, the tip of the 
catheter impinged high on the lateral wall of the right atrium. 
The patient died suddenly 28 hours after the cholecystectomy 
was terminated. At necropsy, death was attributed to atelectasis 
of the lungs. Petechial subintimal hemorrhages were observed 
in the right subclavian and innominate veins and in the superior 
vena cava; in the right atrium, on the anterolateral wall, there 
was a circular, solitary bright red subendocardial hemorrhage, 
which exactly matched in size the tip of the catheter used. 
In the second patient, on the first attempt to enter the pul- 
monary artery, the tip of the catheter impinged high against 
the medial aspect of the right ventricle. The catheter was 
withdrawn into the right atrium, and a 12 lead electrocardio- 
gram was taken, showing a right bundle branch block. The 
subintimal and subendocardial hemorrhages described in the 
first patient were caused by trauma of the catheter. There was 
no known disturbance in the clotting mechanism of this pa- 
tient. In the second patient, one may infer that a subendo- 
cardial hemorrhage in the region of the bundle of His may 
have been responsible for the right bundle branch block, 
which persisted for five days after catheterization. In neither 
patient was there evidence of heart disease. Subendocardial 

hages may occur as the result of cardiac catheteriza- 
tion, but they are probably uncommon and of importance 
only in that they may possibly be responsible for an occa- 
sional case of persistent conduction defect following cardiac 
catheterization. 


Effects of HPC and Aspirin on Rheumatic Fever.Of 68 
patients with acute rheumatic fever, 34 were treated with 
probenecid (3-hydroxy-2-phenylcinchoninic acid) and the other 
34 were treated with acetylsalicylic acid (aspirin). The total 
daily dose of probenecid was 20 mg. per kilogram of body 
weight. This total dose was divided into three equal doses 
and administered at hourly intervals. For the first 48 hours 
the total daily dose of acetylsalicylic acid was | grain (65 
mg.) per | Ib. (0.5 kg.) of body weight, with no total daily 
dose exceeding 150 grains (9.75 gm.). During the following 
five days the total daily dose was *% grain per pound and for 
the following five weeks the dose was ‘2 grain per pound 
per day. The drug was given every 4 hours for the first 48 
hours and every 6 hours thereafter. Both probenecid and 
acetylsalicylic acid were administered for a period of six weeks. 
Results showed that acetylsalicylic acid exerted a more favor- 
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able effect on the arthritis, fever, and erythrocyte sedimenta- 
tion rate than probenecid. There was no difference between 
the two treated groups of patients in the course of acute 
carditis or in the incidence of significant murmurs 14 to 17 
months after treatment was started. The duration of the acute 
iliness appeared to be equal in the two groups. In the doses 
employed by the authors, acetylsalicylic acid appears to be 
preferable to probenecid in the treatment of acute rheumatic 
fever. 


American Journal of Obstetrics & Gynecology, St. Louis 
65:697-934 (April) 1953. Partial Index 
Unruptured Interstitial Pregnancy. M. N. Hyams.—p. 69°. 
*Comparison of Low Cervical and Classical Cesarean Section Operations. 
H. Falls —p. 707. 
*Acute Adrenal Cortical Failure as Cause of Shock and Death. E. S. 
Taylor and L. L. Essig. —p. 720. 
Effect of Estrogens and Other Steroids on Pituitary Gonadotrophins in 
Women. W. E. Brown, J. T. Bradbury and E. C. Jungck—p. 73}. 
Clinical Significance of Misplaced Endocervical Tissue — Heteroplastic 
Endocervical Tissue. R. W. Mohier.—p 

Production of ACTH in Patient Undergoing Gynecologic Surgery of 
Receiving Pelvic Irradiation. A. C. Barnes.—p. 758. 

Newer Gynecology: Some of its Surgical and Anatomical Implications. 
Cc. M. Marshall.—p. 773. 

Fate of Intravenously ~ Placental Extracts. E. W. Page. M. B. 
Giendening, L. Streit and K. Scot. — 

Further Observations on nig Calcium and Phosphorus in Pregnancy. 
R. L. Newman.—p 

Acute Renal Failure in Obstetrics and Gynecology. D. E. Cannell. F. E. 
Bryans and 1. E. Horne —p 

Giucose Tolerance and Excessively Large Babies in Nondiabet Mothers. 
C. J. Lund and W. H. Weese.—p. #15 

Effect on Sodium Everetion of Treatment Drugs Used in Pregnancy 
Toxemia. R. R. de Alvarez and W. F. Gabrio.—p. 

*Elective Induction of Labor: Is ht Justifiable in Normally Preenant 
Women J. R. Willson.—p. 848 

Hepatic Failure in Preenancy. F. R. Lock, R. L. Burt and T. N. Lide. 


Bulhar Conjunctival Vascular Bed in Normal Pregnancy R. Landesman, 
R. G. Douglas, G. Dremshpoon and R. E. Lee. —p. 


Comparison of Types of Cesarean Section..Because he was 
not convinced that the low cervical cesarean section was a 
better or safer operation than the classical operation when 
both were undertaken in patients without gross infection, Falls 
started an experiment that took 26 years to complete. He 
operated upon a series of patients, alternating between the 
two operations. After 100 patients had been operated on, the 
results seemed so similar in the two series that it was decided 
that more operations would have to be done to make the 
figures statistically significant. He now is able to report on 500 
operations. The conditions surrounding the operations were 
nearly identical. They were done by one surgeon unprejudiced 
in favor of either operation with sufficient experience in each 
operation before beginning this series to carry out the tech- 
nique of both with equal facility. The operations were found 
to be equally difficult, and to produce approximately the same 
amount of postoperative morbidity, discomfort, and compli- 
cations. In six out of seven patients who died, autopsy showed 
a normal postoperative uterus. These six cases showed disease 
probably incompatible with recovery whatever type of delivery 
had been used. In the remaining case a saprophytic infection 
of the uterus was noted, but the cause of death was given 
aS postoperative pneumonia and secondary fibropurulent pneu- 
mococcic peritonitis. The common causes of death from 
cesarean section that could be attributed to the operation 
directly, such as shock, hemorrhage, anesthesia, or puerperal 
infection spreading from the operative site, were not seen in 
either series. 


Acute Adrenal Cortical Failure as a Cause of Shock and 
Death.—In the first of the six cases described by Taylor and 
Essig, adrenal cortical insufficiency occurred when a mascu- 
linizing tumor of the adrenal cortex was surgically removed. 
During the postoperative period symptoms and laboratory 
evidence of adrenal cortical insufficiency appeared, and the 
patient died soon thereafter. Postmortem examination revealed 
atrophy of the remaining cortical adrenal tissue. The second 
patient had a course similar to that of the first following 
hysterectomy. This death was ascribed to the “hepatorenal 
syndrome”; however, further study convinced the authors that 
she died of adrenal cortical insufficiency. In the neat two 
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cases the adrenal cortical failure was associated with septi- 
cemia. A diagnosis of a Waterhouse-Friederichsen syndrome 
(adrenal cortical failure due to sepsis) was made. Both patients 
recovered in response to specific therapy. The eosinophil re- 
sponse to cortciotropin confirmed the diagnosis in one, and 
in the other the cosinophil count was suggestive of latent 
adrenal insufficiency. In the next patient shock developed $7 
hours after hysterectomy. The signs and symptoms indicated 
acute adrenal cortical insufficiency. Treatment with adrenal 
cortical extract, cortisone, and desoxycorticosterone acetate 
produced recovery. A Thorn test for adrenal cortical insuffi- 
ciency showed that this patient had impaired adrenal cortical 
function. The last patient had anterior pituitary cachexia, 
secondary to abruptio placentae and fibrinolysis. Adrenal cor- 
tical atrophy was demonstrated at autopsy; it was secondary 
to a lack of essential corticotropin stimulation from the anterior 
pituitary. The syndrome was recognized, but disagreement 
among consultants led to discontinuation of specific therapy; 
corticotropin and adrenal cortical substances should have been 
given. The authors feel that deaths from delayed postopera- 
tive shock hitherto ascribed to the “hepatorenal syndrome” 
or overwhelming sepsis may, in some instances, have been 
caused by unrecognized adrenal cortical insufficiency. Shock 
caused by adrenal cortical insufficiency should not be confused 
with shock due to hemorrhage, embolic disease, or atelectasis. 


Is Elective Induction of Labor Justifiable?——It is Willson'’s im- 
pression that the mother and her child benefit less than the 
physician does by the unindicated induction of labor and that, 
aside from his convenience, little is accomplished by the pro- 
cedure. At Temple University Hospital labor was induced in 
180 of 9,667 deliveries (1.86), but in only SO was there 
no medical indication for the termination of pregnancy. The 
postpartum hemorrhage rate in induced labors was slightly 
higher than in spontaneous deliveries. The low fetal mortality 
in elective induction is to be expected, since the fetal loss at 
this stage of pregnancy is minimal under any circumstances. 
Analysis also proved that no more than § fetal deaths in full- 
term infants among a total of 9,667 deliveries might con- 
ceivably have been prevented by induction of labor. This sug- 
gests that it is seldom necessary. The author fears that approval 
by expert obstetricians, the supposed decrease in fetal mor- 
tality, and its convenience have led to the widespread use of 
induction of labor by physicians unqualified either to perform 
it or to manage the complications that might arise. He feels 
that rather than to approve the routine induction of labor 
in normal women because it does not add substantially to the 
risk for mother or child, the practice should be considered 
in the light of whether or not it is necessary. Although the 
increased emphasis on prenatal care and other worth-while 
aspects of obstetric practice has increased the demand on the 
physician's time, elective induction of labor will not solve this 
time problem. Since there is no proof that cither fetal or ma- 
ternal mortality is improved by induction of labor in normal 
pregnancy at term, Willson believes there is no justification for 
its use. 


American Journal of Pathology, Ann Arbor, Mich. 
29:185-368 (March-April) 1953 

Experimental Viral Infections in Embryo and Fetus: Preliminary Notes on 
Pathologic Findings with Viruses of Psittacosis, Ectrometia, and Rabies. 
S. Scheidegger.—p. 185. 

Phase Microscope Studies of Renal Glomeruli: Glomerular Deposits of 
“Hyaline™ Substances. J. Churg and E. Grishman.—p. 199 

Factors Favoring Phagocytosis by Reticulo-Endothelial Cells Early in 
Inflammation. E. H. Tompkins and M. A. Grillo.—p. 217. 

Effect of Methionine in Experimental Wound Healing: Morphologic 
Study. R. Perez-Tamayo and M. 233 

Bronchopulmonary Venous Collateral Circulation with Special Reference 
to Emphysema. A. A. Liechbow —p. 25 

Morphologic Study of Canine Lungs After Ligation of Pulmonary Veins. 
J. P. Wyatt, D. R. Burke and C. R. Hanion.—-p. 291 

Fate and Pathologic Effects of Plutonium Metal Implanted into Rabbits 
and Rats. H. Lisco and W. E. Kisicleski-——p. WS 

Effect of X-Rays on Trichina Larvae. 8. E. Gould, J. G. Van Dyke and 
H. J. Gomberg.—p. 323 

Bronchial Adenomas Arising in Mucous Glands: Iilustrative Case. J. H. 
Ramsey and D. L. Reimann.—p. 139. 

Adrenal Cortical Atrophy in the Dog: Report of Three Cases. W. J. 
Hadiow —p. 353. 

Hemogiobin as Tracer Antigen in Anaphylaxis. H. D. West, EB. W. 
Chappelle, Clark and P. F. Hahn.—p. 
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American Journal of Physical Medicine, Baltimore 
32:67-138 (April) 1953 

Wheelchairs and Management. M. Hoberman, E. F. Cicenia 
and E. Ofiner.—p. 

The Question of Skeletal Muse H. J. Ralston and B. Libet. 
—p. 8S. 

Rehabilitation of Arthrotomised Knee. A. S. Abramson.—p. 9}. 

Pharmacology of Drugs Affecting Skeletal Muscle. L. O. Randall and 
L. M. Jampolsky.—p. 102. 


American Journal of Psychotherapy, New York 


7:1-212 Gan.) 1953. Partial Index 


Comparison of Patients’ Reports on Psychotherapeutic Experience with 
Psychoanalytic, Nondirective and Adlerian Therapists. R. W. Heine. 
—p. 16 
Patterns of Neurotic Interaction: Study of Empathy and Enkinesis in 
Interpersonal Relationships. J. Ehrenwald.—p. 24. 


Am. J. Tropical Medicine & Hygiene, Baltimore 
2:173-346 (March) 1953. Partial Index 


Study of Endamocba Histotytica and Other Intestinal Parasites in Rural 
West Tennessee Community. D. E. Evies, F. E. Jones and C. S$. Smith. 
—p. 173. 

Comparative Action of Selected Amebicidal Agents and Antibiotics 
Against Several Species of Human Intestinal Amebac. W. Balamuth. 
—p. 191. 

Drug Effects on Metabolism of Endamoeba Histotytica; in Vitro and in 
Vivo Tests of Synergism. M. Nakamura, A. K. Hrenoff and H. H. 
Anderson —p. 206. 

Comparison of Starches Used in Culture of meg ® Histolytica. 
J. B. Michaelson, J. N. DeLamater and L. Talpis.—p. 2 

Continuous Propagation of Plasmodium Gallinaceum in Chaos Erythro- 
cytes. C. R. Anderson.—p. 234. 

Chemotherapy of Experimental Chagas’ Disease with W Antibiotics. 
A. Packchanian.—p. 24}. 

Experimental Chemotherapy of Trypanosomiasis: T1. Effects of Achro- 
mycin Against Trypanosoma Equiperdum and Trypanosoma Cruzi. 
R. 1. Hewitt, W. S. Wallace, A. R. Gumble and others.—p. 254. 

One Method for Pure Culture of Trichomonas Vaginalis. M. Magara, 
E. Amino and E. Yokouti.—p. 267. 

Terramycin Treatment of Balantidiasis in Honduras. M. T. Hockenga. 
—p. 271. 

Salmonetiosis in Man and Animals in Southwest Georgia. W. H. Stewart 
and T. DeCapito.—p. 273. 

Improved Media for Vibrio Cholerae and Salmonella Used in Human 
Vaccines. W. Koch and D. Kaplan —p. 279. 

Effect of Cyanine Dye on Infection with Hookworm and Trichuris in 
Man. E. Pérez-Santiago, J. Oliver-Gonzalez and C. J. Thillet.—p. W7. 

Current Status of Insecticide Resistance in Insects of Public Health 
Importance. A. D. Hess —p 411. 

Field Investigations on Use of Heavy Dosages of Several Chiorinated 
Hydrocarbons as Larvicides. W. Mathis and K. D. Quarter- 
man.—p. 318. 


American Surgeon, Atlanta, Ga. 
19:221-312 (March) 1953 


Surgical Treatment of Thrombo-Embolic Disease Following Failure of 
Anticoagulant. R. C. Derbyshire.—p. 221. 

Acute Head Injury: Review of 1,000 Cases. A. W. Ulin, H. L. Rosomoff, 
D. Berkowitz and A. K. Olsen.—p. 226. 

Intracerebral Hematoma. R. F. Mabon.—p. 237. 

*Tracheostomy: Its Role in Postoperative and Post-Traumatic Care. R. R. 
Shaw —p. 246. 

Development of Today's Concept in Treatment of Hyperthyroidism: Re- 
view. T. C. Davison and A. H. Letton.—p. 251. 

Femoral Embolism Simulating Thrombophicbitis: Case Report. B. F. 
Benton —p. 258. 

*Acute Intestinal Obstruction: with Special Reference to Adhesions and 
Adhesive Bands. J. M. Parker.—p. 262. 

Rectal Tube as Lethal Instrument. W. G. Cooper Jr.—p. 270. 

Bieceding Gastric Ulcer Requiring Partial Gastrectomy in Patient Receiv- 
ing Cortisone. G. A. Higgins and R. D. Rider.—p. 275. 

Appendiceal Calculi. A. G. Yancey and T. L. Jackson.—p. 279. 

Brown Electrodermatome an Invaluable Aid in Care of Major Burns. 
J. G. Webb, H. E. Dorton and D. M. Royalty.—p. 287. 

Antibacterial Agents in Experimental Strangulation Obstruction. I. Cohn 
Jrt.—p. 294. 

Injury to Genitourinary Tract During Surgery. C. W. Loagy- 298. 

and Treatment of Neck, Shoulder and Arm Pain. A. Stowell, 

R. A. Hayne and D. B. Cook.—p. W2. 


Tracheostomy in Postoperative and Post-Traumatic Care.—- 
Many pulmonary complications will be prevented and lives 
will be saved if tracheostomy is done in patients with injuries 
to the trachea, bronchi, or chest, in patients who are uncon- 
scious or paralyzed, and in children following thoracic surgery. 
Incision in the midline exposes the tracheal fascia, and dis- 
section of this fascia exposes the tracheal rings. The incision 
into the trachea should be made at least two or three rings 
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below, never across, the cricoid cartilage. As soon as the open- 
ing has been made, a tracheostomy tube should be selected 
that is approximately one-half the diameter of the trachea. 
A small wick of gauze is placed along the tracheostomy tube 
to allow drainage from the tissues of the neck. A tight closure 
around the tracheostomy tube is not desirable, but two or three 
skin sutures are permissible if a long incision has been made. 
During the first few days the dressing should be changed 
daily. The inner cannula should be removed and cleaned every 
time the tracheostomy tube is aspirated. The cannula should 
not be left out of the tube except at the times of aspiration. 
The tube can be removed as soon as the reason for institut- 
ing the tracheostomy no longer exists. In chest injuries or 
after thoracoplasty, the tube should remain as long as para- 
doxical respiration is more than moderate; in unconscious or 
paralytic states, the tube should be left in place until the 
condition is relieved. Extreme care is necessary in removing 
tracheostomy tubes in patients who have bulbar poliomyelitis, 
particularly if there has been paralysis of the abductor laryn- 
geal muscles. In many of these patients, permanent trache- 
ostomies will be necessary. 


Obstruction Caused by Adhesions.Of 81 cases of 
intestinal obstruction, exclusive of strangulated hernias, ob- 
served at the University of Oklahoma Hospitals, 47 were due 
to adhesions and adhesive bands. Parker describes the mecha- 
nism of obstruction produced by broad base adhesions and 
the treatment of such obstruction, pointing out that this type 
is usually responsive to intestinal intubation. A weighted tube, 
introduced into the small bowel, will relieve the open loop 
type of distention and, with subsidence of edema in the intes- 
tinal wall at the obstructed site, the acute occlusion is usually 
relieved. A two to four day trial of conservative therapy is 
justifiable im obstruction due to adhesions. Obstruction that 
occurs within the first three or four weeks following lapa- 
rotomy should be treated by intubation, since the adhesions 
are pliable and stretching will relieve angulations of the bowel. 
The adhesive band, because of its strangulating capabilities, is 
much more dangerous than the broad-based adhesion. It may 
serve as a connecting band between two loops of intestine; 
between a loop of intestine and the abdominal wall; between 
the mesentery and a loop of intestine; or between two leaves 
of the mesentery. Adhesive bands produce obstruction by one 
of four methods. Differentiation between the strangulating 
and nonstrangulating types of intestinal obstruction is of vital 
importance. The onset of a strangulating obstruction is sud- 
den. The pain is continuous and severe. Vomiting is usually 
of an intractable nature, and, because the closed loop does 
not permit the passage of sanguinous content, the vomitus 
does not contain blood. Abdominal tenderness is usually quite 
marked, and rebound tenderness is a valuable diagnostic sign. 
Bowel sounds are diminished or absent early in the disease. 
Elevation of the pulse and temperature are confirmatory in 
determining loss of viability of the bowel in the slowly pro- 
gressive types of necrosis. The presence of a palpable mass, 
which sometimes is not detectable until the abdomen is re- 
laxed by anesthesia, is pathognomonic of strangulation. The 
roentgenogram is valuable in determining the site of the ob- 
struction and in detecting signs of gangrene but must be cor- 
related with the clinical picture. The following signs are help- 
ful signs in diagnosis of strangulating obstructions: (1) the 
presence of a gas filled, closed loop, (2) demonstration of a 
fluid-filled loop, producing a soft tissue shadow (pseudotumor); 
(3) failure of gas-filled loops to rise in the erect patient; 
(4) loss of mucosal pattern in a distended loop. 


Arizona Medicine, Phoenix 
10:85-120 (March) 1953 
Cor Pulmonale. O. A. Brines.—p. 85. 
: : Presentation of Case with Apparent Recovery. R. J, 


10:121-160 (April) 1953 
Use of Cortisone in Patient with Active Pulmonary Tuberculosis. J. E. 


Duties of 
Fluid and Electrolyte Balance. R. B. Garcia.—p. 1 


Antos.—p. 87 
Parent-Child Relationships. H. F. Shirley.—p. 89 
Farber and J. Ross.—p. 121. 
Proper Treatment of Varicocele. R. A. Price —p 123 
—p. 125. 
w 
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Bulletin of the Los Angeles Neurological Society 
18:1-S8 (March) 1953 


Stab Wounds of Spinal Cord. J. R. St. John and C. W. Rand —p. 1. 

*Electromyvoeraphy as Adjunct in Neurological Diagnosis: Review. A. A. 
Marinacci.—p. 25 

Intracranial Temors in Siblings: Report of Dissimilar Intraventricular 
Tumors Appearing Simultaneously in Sisters. B. Glass and K. H. 
Abbott.—p. 40. 


ography in Neurological Diagnosis.— The nerve and 
the muscle form a physiological unit that generates power re- 
sulting in voluntary motion. Electromyography analyzes the 
electrical activity of human muscles. This report explains the 
principles of electromyography in their application to lower 
motor neuron disease, and it is based on observations in 2,500 
cases. A unipolar insulated needle with only the very tip ex- 
posed is used as the active electrode and is inserted into the 
muscle tissue. The reference electrode is placed adjacent to the 
active electrode cither on the skin or subcutancously if a 
needle is used; in addition, a ground electrode is placed on 
one of the patient's limbs. The reference and the active elec- 
trodes are led to the electromyograph high-gain, push am- 
plifier, then to the loudspeaker, cathode-ray oscilloscope, and 
tape recorder. Thus, normal motor units, polyphasic motor 
units, fibrillation of denervation, and fasciculation action poten- 
tials can be heard, seen, photographed, and recorded. Marinacci 
discusses and reproduces recordings showing motor unit action 
potentials in normally innervated muscle and in denervated 
and regenerating muscles. Descriptions are given of the elec- 
tromyographic observations on patients with different types of 
nerve lesions. Electromyography is of greatest value in pe- 
ripheral nerve injury; this method is to nerve injury what X-ray 
visualization is to bone fractures. It will reveal complete 
interruption of the nerve, partial involvement, reversible 
physiological block, psychological block, and the status and 
degree of nerve regeneration. Motor units, cither normal or 
abnormal, are generated only during voluntary efforts. Fibril- 
lation of denervation voltages and fasciculation appear when 
the muscles are at rest. Electrical silence its present when a 
normal muscle is completely relaxed as well as when the 
muscle tissue has been replaced by fibrosis. Degenerative 
motor units and fibrillation of denervation denote lower motor 
neuron disease. These are seen in diseases which involve the 
anterior horn cells, roots, plexuses or peripheral nerves, 
whether the cause is infectious, traumatic, degenerative, neo- 
plastic, vascular, toxic, or compression. Electromyography is 
a laboratory procedure, and its findings must be correlated 
with the clinical picture. 


California Medicine, San Francisco 
78:189-256 (March) 1953 


Sutotal Gastric Resection for Peptic Ulcer: Preliminary Report of 
Variation in Technique. G. W. Nagel.—p. 189 

Preventable Diseases: The Scope of Public Health. H. Emerson.—p. 193. 

Diabetes Mellitus and Diabetic Retinitis. J. W. Sherrill.—p. 197. 

Mental Medication for Your “Sick” Patient. J. B. Long. —p. 204 

Lymphoblastomas in Childhood: Cutaneous Manifestations. L. M. Nelson. 
—p. 208. 

Regional Anesthesia for Office Procedures. C. F. McCuskey.—p. 213. 

Development of Specialization in Allergy: Historic: Review and View 
Ahead. S. H. Hurwitz.—p. 216 

What is New in Adoption. D. G. Tollefson.—p. 222 

Hyperinsulinism and Neuromuscular Disorders: Consideration of Axso- 
ciation of Pancreatic Adenoma with Wasting States. R. W. Barris. 
—p. 224. 

Stress Incontinence of Urine: Consideration of Etiologic Factors in 
Women. J. G. Moore.—p. 227 

Bronchogenic Carcinoma in San Diego County: Relation of Mortality 
Rates = ) in Mass Chest X-Ray Survey. A. S. Churchill, 
—P. 


Connecticut State Medical Journal, Hartford 
17:177-278 (March) 1953 


Public Health Statesmanship L. A. Scheele.—p. 179. 

Plastic Operations on Organs of Genital and Urinary Tracts. O. §. 
Lowsicy.—p. 187. 

Suburban General Practice. R. B. Elgosin.—p. 193. 

An Unusual Form of Congenital Heart Disease: Patent Ductus Arteriosus 

Associated with Coarctation of Aorta: Case Report. W. G. Leeds, 

P. R. MeCurdy and W. E. Sherpick.—p. 197. 
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Diabetes, New York 


2:85-170 (March-April) 1953 
Catentie Diabetes. H. W. Farrell, A. M. Hand and A. L. Newcomb. 


Growth and Development of Children with Diabetes Mellitus. R. L. 
Jackson.—p. 90 

Electroencephalogram of Patients with Diabetes Mellitus. J. L. Izzo, 
D. B. Schuster and G. L. Engel. —p. 93 

*Steroid Diabetes in Man: Development of Diabetes During Treatment with 
Cortisone and Corticotropin. J. J. Bookman, S. R. Drachman, L. E. 
Schaefer and D. Adilersberg.—p. 100. 

Effects of Anterior Pituitary Extracts and of Growth Hormone Prepara- 
tions of the Islets of Langerhans and the Pancreas. B. Kinash, 
1. MacDougall, M. A. Evans and others.—p. 112 

Effects of Environment on Diabetes: Study of Partially-Depancreatized 
Rats _ to Cold. D. J. Ingle, R. C. Meeks and L. M. Humphrey. 

—p. 12 

Incidence and Significance of Degranulation of . Cells in Islets of 
Langerhans in Diabetes Mellitus. EF. T. Bell.—->p. 

Modification of Gomori's Stain. Demonstration of Po Granules in Islets 
of Langerhans. S. T. Nerenbere —p. 130. 

Metabolism of Mannitol and Sorbitol: Their Use as Sugar Substitutes 
in Diabetic Therapy. W. H. Olmsted.—p. 132. 


Diabetes During Treatment with Cortisone and C 

—Bookman and associates found that diabetes developed in 
five patients who were treated with corticotropin and/or cor- 
tisone. The character and course of the diabetes was com- 
patible with the features of steroid diabetes. All patients 
studied were predisposed to diabetes mellitus. In four, diabetes 
was known to be present in immediate family members, and 
in one there was a questionable history of glycosuria 10 years 
previously. None of the patients had fasting hyperglycemia 
or glycosuria while hospitalized prior to the institution of 
hormonal therapy. Diabetes disappeared in four patients after 
therapy was terminated, or after the dosage had been reduced 
to minimal maintenance levels. The fifth patient, who had 
transient glycosuria 10 years prior to treatment, had an ab- 
normal glucose tolerance reaction one year after the cessation 
of hormonal therapy. Corticotropin seemed to have a more 
potent diabetogenic effect. Four of the patients received both 
hormones, but diabetes was observed only during the admin- 
istration of corticotropin. The fifth patient, in whom diabetes 
developed during cortisone therapy, was suspected of having 
subclinical diabetes mellitus. It ts suggested that impairment 
of carbohydrate tolerance developing in diabetics under stress 
situations May represent instances of steroid diabetes precipi- 
tated by overactivity of the pituitary-adrenal mechanisms and 
superimposed on pancreatic insular insufficiency. 


Diseases of Chest, Chicago 
23:357-476 (April) 1953 


*Biopsy Techniques in Diagnosis of Intrathoracic Lesions: Including Lung 
Biopsy, Mediastinal Biopsy and Resection of the Deep Cervical Fat 
Pad and Its Contained Nodes; — of 12 Iustrative Cases. C. F. 
Storey and B. M. Reynolds.—p. 

Detection of Cardiac ation ~ Mass Chest X-Ray Surveys. G. H. 
Gowen. —p. 383 

Variations in the Reta-Glucuronidase Activity of Tuberculous Pleural 
Effusions. S. H. Lawrence.—p. 390. 

Mediastinal Emphysema Following J. J. Silverman, T. J. 
Talbot and R. W. McClean.—p. 

Correlation of Carcinoma and +. Cystic Emphysema of the 
Lungs: Report of Ten Cases. E. Koroi.—p. 403. 

Pulmonary Emphysema and Fibrosis. S. S. Altshuler, F. S. Preuss, F. G. 
Drischel and J. E. O'Hare.—p. 412. 

*Segmental Postural Drainage in Pulmonary Disease 1. J. Kane.—p. 418. 

One Stage Thoracoplasty Using an Adhesive Hemicastt. W. G. Trapp. 
—p. 428, 

Mechanism of Healing of Lung Cavities. H. A. Zaki and A. Rida. 
—p. 499 

Sarcoidosis: Treatment with Cortisone, ACTH and Urethane. M. F. 
Koszalka and A. C. Fortney.—p. 444. 

Lipoid Cell Pneumonia: Report of Case. J. M. Miller and M. Ginsberg. 
—p. 4$2. 


Biopsy T in Intrathoracic Lesions.—There is con- 
sensus of opinion that ideal treatment of intrathoracic lesions 
requires an accurate histological diagnosis. While broncho- 
scopic and esophagoscopic biopsies have been widely accepted 
as means of establishing a definite diagnosts of pulmonary and 
mediastinal lesions, there are three other biopsy techniques 
available for this purpose that do not appear to have been 
generally utilized. These include (1) resection of the deep cer- 
vical pad and the lymph nodes that lie within it, (2) biopsy 
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of a mediastinal mass by thoracotomy, and (3) direct lung 
biopsy by thoracotomy. Cases illustrating the use of each 
of these three methods are described. The first procedure was of 
assistance in the diagnosis of three cases of Hodgkin's disease, 
one case of Boeck’s sarcoid, and one case of anaplastic car- 
cinoma, which was probably bronchogenic and was metastatic 
to lymph nodes. The second method was useful in cases of 
mediastinal tuberculoma, Boeck’s sarcoid, and sclerosing he- 
mangioma. The third method was of value in the study of 
diffuse bilateral pulmonary lesions such as those of sarcoidosis, 
Léffier’s syndrome, and alveolar cell carcinoma of the lung. 
These three methods were used by the authors in an appre- 
ciable series of cases and in almost every instance it was 
possible to establish a definite histological diagnosis. The pro- 
cedures occasioned minimal morbidity and no mortality. They 
appear to merit more widespread use in the investigation of 
intrathoracic lesions posing difficult diagnostic problems. 


Segmental Postural Drainage in Disease.— Segmen- 
tal postural drainage consists of the selective application of the 
forces of gravity to the removal of fluid or semifluid material 
from the pulmonary parenchyma and from the bronchi in a 
specific bronchopulmonary segment or in several segments in- 
volved in such diseases as suppurative bronchopneumonia, 
lung abscess, and bronchiectasis. Twenty-one positions selected 
for segmental postural drainage and based on the direction of 
the draining tertiary bronchi of the various bronchopulmonary 
segments of the upper, middle, and lower lobes rather than 
on the surface anatomy or x-ray projection of these segments 
are recommended. These positions are applicable to most bed- 
ridden and debilitated patients, since they impose no strain or 
fatigue and require no special bed or apparatus. The coordina- 
tion of postural drainage with useful adjuvants such as bron- 
choscopy, cough sedatives, antispasmodics, expectorants, and 
antibiotics is discussed. Some of the medical, surgical, and 
pediatric indications for segmental postural drainage are re- 
viewed. Besides the therapeutic use of postural drainage, it 
may be employed also for prophylactic purpose, i. ¢.. to pre- 
vent secretions or infectious material in the bronchi and lung 
from remaining in one area long enough to favor atelectasis, 
“drowned lung.” bronchogenic spread of infection, or the 
complicating local and systemic effects of decreased oxygen 
diffusion. 


Gastroenterology, Baltimore 
23:347-532 (March) 1953 

Treatment of Postprandial Distress Following Gastric Resection. R. F. 
Rauch and R. N. Bieter. —p. 7. 

Effects of Cortisone and of Adrenalectomy on Secretion of Gastric Acid 
and on Occurrence of Gastric Ulceration in the Pylorus-Ligated Rat. 
R. B. Welbourn and C. F. Code.—p. 356. 

Electrophoretic and Cholesterol Studies in Peptic Ulcer. A ie Rafsky, 
C. 1. Krieger, A. P. and J. C. Rafsky —p ™% 

Duodenal Tissue Alkaline Phosphatase in Peptic Tetons 


An Analysis of Tests Widely Used in Differential Diagnosis of Jaundice. 
W. E. Ricketts.—p. 391. 

Prudden and E. C. Meadows.—p 

*Dysphagia Produced by a at “Ring in the Lower Esophagus. 


F. J. Ingelfinger and P. Kramer.—p. 419. 
Syndrome. J. F. Pontes and BD. P. Neves. 


Effect of Gastric Operations on Loss of Fecal on > Se S B. Wel- 
bourn, G. A. Hallenbeck and J. L. Boliman.—p. 44 

Effect on Digestion and Absorption of Excluding ae Pancreatic Juice 
from the Intestine. G. J. Douglas Jr., A. J. Reinaver, W. C. Brooks and 
J. H. Pratt.—p. 452. 

Effect of Pancreatic Duct Ligation and Induced Acute Pancreatitis on 
Serum Alkaline Phosphatase in Dogs. H. Shay, S. A. Komarov, 
H. Sipiet and S. Lorber —p. 460. 

Effect of Emulsifiers on Fat Absorption in the Norma! Young Adult. 
H. C. Tidwell and M. E. Nagler —p. 470. 

Observations on the Vitamin A Tolerance Soe as an Index of the 

W. Legerton E. Texter Jr. and 


orphine, Demerol and Codeine on Serum Amylase Values in 
Man. R. B. Pfeffer, H. E. Stephenson Jr. and J. W. Hinton.—p. 482. 
Dysphagia Produced by Contractile Ring in Lower Esophagus. 
~—Ingelfinger and Kramer report on six men who complained 
of dysphagia. Previously their condition had been diagnosed 


MEDICAL LITERATURE ABSTRACTS 1269 


as cardiospasm, inflammatory stricture, diaphragmatic hernia, 
or psychoncurosis, but these diagnoses could not be sub- 
stantiated. In each instance, the dysphagia appeared to be 
caused by an excessively active constriction ring that pro- 
duced intermittent occlusion of the esophagus. The dysphagia 
was described as a painful “sticking” sensation localized under 
the lower portion of the sternum. The patients believed that 
the offending food became stuck. The intensity of the distress 
varied, but was at times accompanied by considerable anxiety. 
The distress lasted from minutes to hours; then the patients 
felt as if the bolus was “working through” the obstructed 
area, leaving an aching pain that slowly subsided. During 
moderate attacks, the patients tended to drink water in an 
effort to force the retained food out of the esophagus into 
the stomach. During severer episodes, they were afraid of 
swallowing anything. The frequency of the attacks varied. In 
most instances the attacks were precipitated only if the patients 
ate certain types of food or if solids were swallowed hastily 
without proper mastication. The roentgenologic appearance 
of the constriction was qualitatively identical, but it varied 
in degree. The constriction appeared as a sharply demarcated 
negative shadow, a ring-like band 2 to 6 mm. in width, which 
intersected the lumen at a right angle to the long axis of 
the esophagus. It was located from 2.5 to 6 cm. above the 
junction of the esophagus and stomach. One of the patients 
was relieved of dysphagia following surgical removal of the 
distal 4 cm. of the esophagus. Another received benefit from 
dilatation of the lower esophagus. The other four are able to 
get along satisfactorily by chewing carefully and following 
dietary measures. The annular constriction was not caused by 
a fibrous band, inflammatory stricture, cardiospasm (or achala- 
sia), or diaphragmatic hernia. The authors feel that if the 
claim of several anatomists is correct that there is a physio- 
logical sphincter existing in the esophagus | to 2 cm. above 
the diaphragmatic hiatus, the constriction ring may be identi- 
fied tentatively as an overactive inferior esophageal sphincter. 


Effects of Drugs on Serum Amylase.—The fact that analgesics 
alone or in combination with a pancreatic stimulant produce 
an inconsistent rise of serum amylase in normal patients as 
well as in those with disease of the pancreas is highly sig- 
nificant. If, besides masking physical signs in acute abdominal 
conditions, analgesics may also cause aberrations of serum 
amylase determinations, the diagnosis of acute pancreatitis 
will be made more difficult. To learn to what extent serum 
amylase values could be elevated by analgesics, 56 tests were 
performed on 12 patients without any history of gastrointesti- 
nal disturbance, alcoholism, or abdominal operations. An 
initial serum specimen for amylase determination was drawn 
at least eight hours after the last meal. Following this the 
subject received either 0.015 gm. of morphine sulfate, 0.010 
gem. of meperidine (Demerol), or 0.09 gm. of codeine phos- 
phate subcutaneously. One-half hour later 100 units of secretin 
diluted in isotonic sodium chloride solution was injected intra- 
venously to stimulate pancreatic secretion. In another test 100 
clinical units of secretin alone is administered as a control. 
In the final control test, morphine is given without being fol- 
lowed by any pancreatic stimulant. Serum amylase samples 
were drawn at 2, 4, and 6 hours after the initial stimulus. 
Patients took nothing by mouth during the entire period of 
the test. The authors found that apaprently two conditions 
must be present to produce an elevated serum amylase follow- 
ing the injection of an opiate: obstruction to the pancreatic 
ducts plus the presence of a secreting gland. This is borne 
out by the fact that none of the patients with an elevated 
serum amylase level following the morphine secretion test 
had elevations following the injection of morphine or secretin 
alone. Thus neither morphine, meperidine, nor codeine causes 
elevated serum amylase values unless the pancreas is secret- 
ing when the analgesic is given. Such conditions exist in a 
patient up to four hours after a meal or with acute primary 
or secondary inflammation of the pancreas. Thus the interpre- 
tation applied to a serum amylase value need not be altered 
because an analgesic has been used. 
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Geriatrics, Minneapolis 
8:123-178 (March) 1953 


Some Clinical Features of Chronic Gall Bladder Disease. A. Winkel- 
stein. —p. 123 

Psychological Management of the Patient with Incurable Cancer. B. J. 
Murphey .—p. 130. 

Visceral Atherosclerosis in Rabbits and in Man. O. J. Pollak.—p. 135. 

Evotution of Calcareous Aortic Stenosis. E. P. Boas.—p. 142. 

Urological Surgery After 80 Years of Age. E. H. Burford.—p. 151. 

Estrogen-Androgen Mixtures in Climacterium: Report of 29 Cases. A. M. 
Shearman, M. Vogel and T. H. McGavack.—p. 155. 


GP (J. Am. Acad. Gen. Practice), Kansas City, Mo. 
7:1-200 (April) 1953 

poe Problems in Prostatic Disease. J. L. Emmett and J. W. Faulkner. 

—p. 34. 

Cortisone Therapy in Rheumatic Diseases. I. L. Sperling —p. 45. 

Primer on Homosexuality. O. S. English.—p. $5. 

Anesthesia for Tonsillectomy Made Easy. J. R. Jarvis —p. 61. 

Rest—A Universal Therapeutic Agent. P. Williamson.—p. 67 

Management of Acute Myocardial Infarction. W. P. Harvey.—p. 71. 


Hawaii Medical Journal, Honolulu 
12:255-330 (March-April) 1953 
Normal Ovaries. C. C. McCorriston and C. M. Van Duyne. 
—p. 2 27 
Place of Retieet Surgery for Cancer of Uterus. R. G. Hunter.—p. 275. 
“Primary” Glaucoma and its Relation to General Disease. O. D. Pinker- 
ton.—p. 281. 
Management of Male Infertility Problems. G. A. Nicoll.—p. 284. 


Removal of Normal Ovaries.—It has been pointed out that 
at some hospitals as many as 75% of ovaries removed were 
found to be structurally normal. McCorriston and Van Duyne 
investigated the histories of 323 patients subjected to ovarian 
surgery at an “open-staff” maternity and gynecological hos- 
pital at which 108 physicians had surgical privileges. A total 
of 485 ovaries were removed, 339 in conjunction with hyster- 
ectomy. A total of 241 of the ovaries were from women less 
than 41 years of age. For the purpose of this report, the 
authors define as “normal” any ovary S$ cm. or less in its 
largest dimension and possessing only structures representing 
common physiological events in the life of the ovary. Using 
this criterion, it was found that 62.2% of the ovaries extir- 
pated were structurally normal. Considering separately the 
records of 127 patients in whom the ovary was the primary 
target of the surgeon, there were 100 instances in which but 
a single ovary was removed. Thirty-six per cent of these 
ovaries were normal. Of the ovaries removed from 19 patients 
subjected to bilateral oophorectomy, 18% were normal. The 
authors feel that a more conservative attitude toward the 
female gonad would be beneficial. 


Iowa State Medical Society Journal, Des Moines 
43:137-168 (April) 1953 


Epidemiology of Poliomyelitis. F. H. Top.—p. 138. 

Coxsackie Group of Viruses. A. P. McKee, J. M. Layton, W. S. Jeter 
and J. R. Porter.—p. 143. 

*Management of Acute Severe Hiness in Infancy and Childhood. C. D. 
May and R. D. Gauchat.—p. 146. 

Functions of Clinical Biochemistry Laboratory. J. 1. Routh and J. P. 
Hummel —p. 148 

Therapeutic Contact Dermatitis. R. Nomiand.—p. 150. 

Teaching Value of Veterans Hospital. R. C. Hardin.—p. 153. 


Management of Severe Illness in Childhood.—It is generally 
accepted that in the shock or failure of the circulation that 
follows hemorrhage or trauma (“surgical” shock), transfusion 
of blood may be expected to restore the circulation to nor- 
mal. In medical shock, however, intravenous administration 
of blood or fluids cannot restore the circulation, excessive 
amounts of blood or fluid may be harmful. An unobstructed 
airway, particularly if the patient is unconscious, must be the 
physician's first concern; suctioning may be required through- 
out the period of shock. To appraise the physiological nature 
of the circulatory failure, a history must be taken to find out 
whether fluid or blood has been lost by starvation, vomiting, 
or diarrhea and, if possible, to detect the cause of the ‘illness, 
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whether it is infection or poisoning. Equal parts of blood or 
5% glucose in water and isotonic sodium chloride solution 
may be injected intravenously, but care must be taken to 
avoid taxing the circulatory apparatus by an expansion of the 
blood volume beyond normal. The patient should be kept 
horizontal. Moving or manipulation for diagnostic procedures 
should be kept to the minimum. The power of contraction 
of a heart enfeebled by acute intoxicating disease cannot be 
strengthened by digitalis. The anoxia that follows circulatory 
failure cannot be relieved by oxygen therapy until circulation 
through the lungs is restored to normal. The high fever can- 
not be relieved by sponging of the cold skin; cold water 
enemas are more effective. The small amounts of fluid per- 
missible should be used as a vehicle for intravenous injection 
of an appropriate antibiotic agent if infection seems the cause. 
Reoprts of the use of adrenal extracts and the synthetic corti- 
cal hormones cannot be interpreted as demonstrating a sig- 
nificant improvement in the course of patients suffering from 
medical shock. Stimulants such as caffeine have not been help- 
ful. Perhaps the usefulness of all forms of drug therapy, 
other than that used to combat infection, is limited by a gen- 
eral disturbance of cellular metabolism. 


Journal of Allergy, St. Louis 
24:97-192 (March) 


So-Called Angioneurotic Edema. E. Bruun.—p. 

Effect of Antihistaminics on Plasmin a | R. R. Soicher, D. P 
Smith and B. Rose.—p. 106 

*Prolonged Treatment of Bronchial Asthma with Cortisone. F. C. Lowell, 
1. W. Schiller, S. E. Leard and W. Franklin.—p. 112. 

Cutaneous Reaction to Bite of Mosquito Aédes Aceypti (L.) and Its 
Alleviation by Topical Application of an Antihistaminic Cream (Pyri- 
benzamine). F. J. O'Rourke and M. FP. Murnaghan.—p. 120 

Studies in Reaginic and Histaminic Wheals: 1. Effects of Reaginic and 
Histaminic Wheals Upon Subsequent Responsiveness of Passively 
Sensitized Cutaneous Sites. K. L. Bowman and M. Walzer —p. 126. 

Fcezematous Sensitization in Various Age Groups. M. Schwartz.—p 143. 

Early Microscopic Changes of Antiplatelet Serum Shock in Dogs. C. M. 
Torres and W. O. Cruz.—p. 149. 

Relation of pH of Allergenic Extracts to Storage and Skin Reactivity. 
L. H. Criep, A. 1. Schepartz and M. Engel.—p. 158. 

*Reactions Following Use of Aureomycin and Procaine Penicillin Troches: 
Controtied Study. A. H. Kutscher, J. Budowsky, S. L. Lane and N. W. 
Chilton.—p. 164. 

Automatic Syringe Washer: Washing Apparatus for Cleaning Syringes. 
J. M. Quintero.—p. 172. 

Pediatric Allergy: Review of Recent Literature. V. J. Fontana.—p. 174. 


Bronchial Asthma Treated with Cortisone.—Cortisone was 
given for a year or more to 10 male and 9 female patients 
between the ages of & and 66 years with bronchial asthma. 
The drug was administered in two doses to patients receiving 
50 mg. daily, in three doses to those receiving 75 mg. daily, 
and in four doses to those receiving 100 mg. or more daily. 
Repeated measurements of the vital capacity and the maxi- 
mum expiratory rate were made in most patients. Both the 
vital capacity and the expiratory rate increased on administra- 
tion of cortisone, and this increase appeared to be maximal 
after 10 to 14 days of treatment in most patients. Although 
17 of the 19 patients have maintained a satisfactory state of 
health, no evidence has been obtained to date that the under- 
lying pulmonary disease of which asthma is the manifesta- 
tion has -been materially influenced by treatment. In two 
patients who improved initially increasing asthma has de- 
veloped during treatment and they may probably be regarded 
as failures. The chief side-effects observed in this group of 
patients were gain in weight in 10 patients and hypertension 
in 3 patients, although the latter may be coincidental. Re- 
current respiratory infections may be difficult to recognize, 
because patients receiving cortisone often fail to develop the 
common subjective sensations that accompany infections; res- 
piratory infections are often associated with relapse or exacer- 
bation of the asthma. 


Reactions to Aureomycin and Procaine Penicillin Troches.— In 
a controlled study of 300 patients with minor oral disorders 
1S0 were given aureomycin hydrochloride troches or placebo 
troches, five troches per day for four days; the remaining 150 
were given procaine penicillin G troches (5,000 units per 
troche) or placebo troches, five per day for four days. The 
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reactions of these patients were evaluated and compared with 
those previously observed in 143 patients to whom oxytetra- 
cycline (T erramycin) troches had been given. Of 100 patients 
receiving aurcomycin troches, 51 (51%) evidenced untoward re- 
actions, compared with 7 (14°) of the S0 patients who received 
placebo troches, a statistically significant difference. Of the 100 
patients receiving procaine penicillin G troches, 38 (38%) evi- 
denced untoward reactions, compared with 7 (14%) of the 
50 patients who received placebo troches, also a statistically 
significant difference. The reactions to aureomycin § troches 
were severe enough to warrant cessation of therapy in 14% 
of the patients, moderate in 10%, and slight in 27%. Re- 
actions to procaine penicillin G troches were severe enough 
to require discontinuation of therapy in 11° of the patients, 
moderate in 11%, and slight in 16%. With oxytetracycline 
troches reactions that necessitated discontinuation of therapy 
occurred in 14.7% of patients, moderate reactions in 16.1% 
and slight reactions in 22.4%. The reactions to all three anti- 
biotics were limited primarily to the mouth and pharynx. 
Severe glossitis or stomatitis occurred in six patients and 
pharyngitis in two patients in the aureomycin treated group 
(8%); severe glossitis or stomatitis was noted in six patients 
in the procaine penicillin G treated group (6%). In the oxy- 
tetracycline series of 143 patients, severe glossitis or stomatitis 
occurred in 8 patients and pharyngitis in 5 (9%). Thus the 
types of reactions observed with aureomycin and procaine 
penicillin G troches were similar to those previously observed 
with oxytetracycline troches, but the incidence of some of 
these reactions differed according to the medication used. As 
a result of their experience, the authors suggest that antibiotic 
troche medication may be utilized whenever its application is 
specifically indicated; it is not indicated for promiscuous use 
or when the administration of medication less likely to pro- 
duce reactions is 


Journal of Clinical Investigation, New York 
32:273-390 (April) 1953. Partial Index 


Comparison of Metabolism of Fructose and Glucose in Hepatic Disease 
and Diabetes Mellitus. L. H. Smith Jr. R. H. Ettinger and D. Seligson. 
—p. 273. 

Effect of an Infusion of Hyperoncotic Albumin on Excretion of Water 
and Solutes. R. G. Petersdorf and L. G. Welt.—p. 283. 

Determination of Blood Viscosity in Man by Method Based on Poiseuille’s 
Law. B. Pirofsky.—p. 292. 

Volume of Extracellular Fluid in Experimental and Human Hypertension. 
A. Grotiman and A. P. Shapiro.—p. 412. 

Quantitative Antibody Studies in Man: Il. Antibody Response in Leu- 
kemia and Other Malignant Lymphomata. D. L. Larson and L. J. 
Tomlinson.—p. 317. 

Studies on Copper Metabolism. M. E. Lahey, C. J. Gubler, G. E Cart- 
wright and M. M. Wintrobe —p. 322. 

Effects of Dextran in Normovolemic and Oligemic Subjects. J. F. Ham- 
mersten, B. 1. Heller and R. V. Ebert.—p. 340. 

Acute Glomerulonephritis: The Significance of Variations in Incidence of 
the Disease. C. H. Rammetkamp Jr. and R. S. Weaver.—p. 45. 

Association of Type Specific Hemolytic aenees with Acute Glo- 
merulonephritis: At the Presbyterian and Babies Hospitals, New York, 
N. Y.. im the Years 1996-1942. A. R. Wertheim, J. D. Lyttle, E. N. 
Loeb and others.—p. 359. 

Application of Hemodialysis to Treatment of nD Poisoning. 
L. H. Kyle, H. Jeghers, W. P. Walsh and others.—p. | 

Effect of ACTH and Cortisone on Cerebral Blood Flow ae “Metabolism. 
W. Sensenbach, L. Madison and L. Ochs.—p. 372. 

Identification of Thromboplastin Inhibitor in Serum and in Plasma. G. F. 
Lanchantin and A. G. Ware.—p. 381. 


J. Neuropathology & Exper. Neurology, Baltimore 
12:107-204 (April) 1953 


Massive Cerebral Hemorrhage: Spontaneous and Experimentally Induced. 
J. H. Globus and J. A. Epstein.—p. 107. 

Anatomy and Functional Significance of Meningeal Arterial Anastomoses 
of Human Brain. H. M. Vander Eecken and R. D. Adams.—p. 132. 
Maduromycosis of Central Nervous System. S. M. Aronson, R. Benham 

and A. Wolf.—p. 158. 

Human Rabies: Case Report with Necropsy Studies Wherein Brain and 
Salivary Gland Yielded Virus: Notes on Viral Tissue Distribution. 
C. A. Berntsen Jr. and L. D. Stevenson.—p. 169. 

Primary Sarcoma of Leptomeninges: Report of Three Cases. Ching Tung 
Liv and G. Selvach. 186. 


Journal of Neurosurgery, Springfield, Il. 
10:91-204 (March) 1953 
—a of Carotid Artery Ligation in the Neck. C. E. Brackett Jr. 
—?p. 


Blockade, An Acute Cervical Cord Syndrome. P. R. Rosen- 
bluth and A. M. Meirowsky.—p. 107. 


Further Observations on Medullary Spinothalamic Tractotomy. A. S. 
Crawford and R. S. Knighton.—p. 113. 

Syndrome of Traumatic [ntracerebellat Hematoma. with Contrecoup 
Supratentorial Complications. R. C. Schneider, L. J. Lemmen and 
B. K. Bagchi.—p. 122. 

Paralysis of the Ulnar Nerve and Management of Its Deformity with Sug- 
gestion for Temporary Partial Blockade During Recovery. J. A. Valone. 
—p. 138. 


Myclographic Appearance of Adhesive Spinal Arachnoiditis. W. B. Sea- 
man, S. N. Marder and H. E. Rosenbaum. —p. 145. 

*Treatment of Ruptured Lumbar Intervertebral Discs by Vertebral ef 
Fusion. I. Indications, Operative Technique, After Care. RB. 
Cloward.—p. 154. 


Sensitization of Spinal Cord of Cat to Pain-Inducing Stimuli. M. A. 
Kennard.—p. 169. 


Complications of Carotid Artery Ligation.—Of 65 patients in 
whom carotid artery ligation in the neck was performed for 
intracranial vascular abnormalities, 21 had cerebral compli- 
cations (a morbidity rate of 32%) and 6 died (a mortality 
rate of 9%). Complications ranged from appearance of patho- 
logical reflexes to hemiplegia and other severe disturbances. 
The age per se of the patients did not play a part in the 
production of complications. Observations on the author's 
patients and reports from the literature suggest that there is 
a definite hazard in ligation of the carotid artery in the neck 
in the presence of active subarachnoid bleeding and that a 
supraclinoid vascular lesion in the vicinity of the circle of 
Willis imposes an equal or greater hazard. The author there- 
fore believes that ligation, when indicated, should be deferred 
for two weeks after the last bleeding episode. In 16 of the 21 
patients with complications arteriography was carried out; it 
revealed deficient collateral circulation in 7. The necessity for 
adequate collateral circulation in patients who are to receive 
ligation has been emphasized. In 9 of the 21 patients with 
complications there was a significant rise in arterial pressure; 
it is suggested that hypertension at any time after ligation 
may be a warning of impending danger. Thirteen of the 21 
patients with complications complained of headache; hemipa- 
resis occurred in 17, mental confusion in 7, hemisensory 
changes in 6, aphasia in 6 of 17 with left-sided lesions, and 
blindness in 2. Only three patients remained unconscious, 
and two of these were in coma due to bleeding when the 
ligation was performed. The following tentative hypothesis 
of the causation of complications after carotid artery ligation 
in the neck is presented: Insufficient blood flow secondary to 
ligation and deficient collateral circulation cause relative anox- 
emia, which produces anoxia of the terminal vessel, with dila- 
tation, transudation of fluid, unilateral cerebral edema, and 
increased intracranial pressure. Compensatory arterial hyper- 
tension ensues, but its effect is blocked by the ligation. Tissue 
anoxia follows until the compensation point is passed, when 
clinical symptoms rapidly appear. Prompt removal of the liga- 
ture may re-establish adequate blood flow and oxygenation. 
On the basis of this concept the following suggestions for 
the prevention and therapy of these complications are pre- 
sented: Selection of patients should be based on adequate pre- 
operative knowledge of the dangerous cases, with emphasis 
on the supraclinoid and communicating artery location and 
adequacy of the collateral circulation. Selection of the optimum 
type of ligation should be aided by complete arteriography 
and pressure recordings. Adequate observation and testing dur- 
ing the first 24 hours after the ligation is imperative. Since 
the clip must be removed within 15 minutes and 10 minutes 
are usually required for such removal, the patient must be 
under constant observation by a nurse and tested for strength 
and responsiveness every five minutes for at least 12 hours. 
In 11 of the author's 21 patients clip removal was done and 
was considered lifesaving. The speed and degree of the re- 
covery was directly related to the promptness with which 
the clip was removed. Although the series is too small to 


Myelin Sheath Stain for Paraffin or Celloidin Sections. E. B. Crimbring. 
—p. 201. 
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permit definite conclusions until more data are available, the 
outline of treatment may provide a basis for more active 
therapy when such complications arise. 


Treatment of Ruptured Lumbar Disks by Spinal Fusion.— 
According to Cloward, in order to relieve a patient with 
ruptured lumbar intervertebral disk of all symptoms, both 
causes of disability must be considered and treated. The two 
causes are low back pain, primarily caused by collapse of the 
intervertebral disk and the resultant loose, unstable vertebral 
joint, and pain in the lower extremities, resulting from com- 
pression of the root at the intervertebral foramen. Conse- 
quently all abnormal mechanical factors that may compress 
the nerve root must first be removed, and second, the broken, 
movable, painful vertebral joint must be immobilized. Fusion 
of the vertebral bodies by a strong intervertebral graft wedged 
into the interspace to replace the ruptured disk seemed to be 
the logical procedure. The operative method employed by the 
author consists of subtotal removal of the ruptured inter- 
vertebral disk, including the cartilaginous plates, through a 
partial bilateral laminectomy. The cortical surfaces of the 
vertebral bodies are removed with a chisel, and three or more 
large full-thickness bone grafts obtained from the iliac crest are 
driven forcibly into the interspace. This procedure, which is 
described in detail, was performed on 321 patients who were 
followed for from six months to cight years postoperatively. 
Before 1946, the bone grafts used for the fusion were taken 
from the ilium of the patient, while since 1947 bone from a 
bone bank has been used successfully in 131 patients. The 
patients operated on by this procedure during the first five 
years were fitted with a low-lumbar back brace, which was 
worn for three months. In the last two years, with more ex- 
tensive grafting of the interspace, it has become unnecessary to 
require the patient to wear a back brace. Since the back brace 
has been discontinued, patients seem to recover the normal 
flexibility of their spines much sooner. If the patient's oc- 
cupation requires him to do heavy manual labor, including 
bending and lifting, he is permitted to return to this work in 
approximately three months, depending on the appearance of 
the fusion as determined by x-ray. Other patients are often able 
to return to their jobs within two weeks after the operation. 
Complete long-term cures were obtained in over 85% of the 
author's patients. Failure of fusion because of unexplained 
absorption of the intervertebral grafts occurred in only six 
patients. In two of these six patients, the vertebral bodies 
eventually fused after prolonged convalescence, while a second 
fusion was performed in the remaining four. Transient numb- 
ness of the foot and ankle and weakness of anterior tibial 
muscle were occasionally observed. It was necessary to remove 
the bone grafts in only 2 of the 14 patients in whom infection 
occurred. In all the others the wounds healed without loss of 
bone and the fusion was more solid than in those that were 
not infected. The rapidity with which patients recover from 
the operation and the high percentage of complete long-term 
cures seem to justify the conclusion that spinal fusion is the 
treatment of choice for ruptured lumbar intervertebral disk. 


Journal of Nutrition, 
49:191-372 (Feb.) 1953. Partial Index 

Enzymatic Liberation of Amino Acids from Different Proteins. A. E 
Denton and C. A. Elvehjem.—p. 221. 

Influence of Various Carbohydrates on Utilization of Low Protein Rations 
by White Rat; Comparison of Sucrose and Cornstarch in 9% Casein 
Rations. A. E. Harper and M. C. Katayama —p. 261. 

Utilization of Amino Acids from Foods by Rat; Methods of Testing for 
Lysine. B. S. Schweigert and B. T. Guthneck.—p. 277. 

Relative Cariogenicity of Sucrose When Ingested in Solid Form and in 
Solution by the Albino Rat. J. Haldi, W. Wynn, J. H. Shaw and R. F. 
Sognnacs.—p. 295. 

Possible Mechanism Involved in Growth-Promoting Responses Obtained 
ap Geeniaten, J. F. Elam, R. L. Jacobs, W. L. Tidwell and others. 

Studies to Determine Nature of Damage to Nutritive Value of Some 
Vegetable Oils from Heat Treatment: II]. Segregation 
Non-Toxic Material from Esters of Heat-Polymerized Linseed Oi 
Distillation and by Urea Adduct Formation. E. W. Crampton, R. 
Common, F. A. Farmer and others.—p. 333 

P. T. McCarthy and L. R. Cerecedo. 
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Journal of Pediatrics, St. Louis 


42:401-524 (April) 1953 


Serum Calcium and Inorganic Phosphate in Newborn Infant, and Their 
Relation to Different Feedings. G. G. Graham, L. A. Barness and 
P. Gyérgy.—p. 401. 

*Use of BAL in Treatment of Acute Lead Encephalopathy. G. E. Deane, 
F. J. Heldrich Jr. and J. E. Bradiey.—p. 409. 

*Isolated Myocarditis in Infants. G. J. “Conlin Jr. and F. A. Mantz Jr. 
—p. 414 

Changes in Blood Coagulation Factors During the First Week of Life. 
C. A. Owen Jr. and M. M. Hurn.—p. 424. 

ery Infants to Walk: Physiological Considerations. M. H. Herzmark. 

—p. 429 

Duodenal Atresia. W. C. Beck and G. Chohany.—p. 432. 

Fractures of Mandible and Maxilla in Children. N. G. Georgiade, F. W. 
Masters, J. T. Metzger and K. L. Pickrell.—p. 440. 

of Early Immunization During Infancy on Kidney, Liver, and 
Blood Tests. J. Schwartzman, E. Friedman Jr. and G. Wein.—p. 450. 

Favism: Report of a Case and Brief Review of the Literature. V. dePaul 
Larkin.—p. 453. 


Simulating Erythroblastosis Fetalis. L. W. Falkinburg and 


ciomyosarcoma in a Child. W. P. Killingsworth G. S. 
A. W. 


Harrison—p. 
Congenital Absence of Spleen. N. N. Adler and E. J. Van Siyke.—p. 471 
B. H. Berrey and C. H. Kim- 
1.—p. 


Dimercaprol in Acute Lead Encephalopathy.—Deane and 
associates summarize the results of treatment of 54 children 
with acute lead encephalopathy. The ages ranged from 15 
months to 7 years. Inquiry into the source of the lead re- 
vealed that 32 had eaten lead paint and 12 had eaten plaster. 
Signs and symptoms included convulsions, vomiting, and 
neurological abnormalities. The long bones were examined in 
46 of the patients, and 41 had evidence of heavy metal depo- 
sition at the metaphyseal ends. The children revealed an 
average blood lead level of 0.25 mg. per 100 cc., with a range 
of 0.08 to 0.73 mg. per 100 cc. of blood (over 0.06 mg. is 
considered abnormal). A positive urine test for coproporphyrin 
of 2+ or more is also of diagnostic value. Thirty-cight pa- 
tients were treated before 1948, when treatment consisted of 
the use of calcium in the form of lactate, gluconate, or 
chloride administered both orally and parenterally and +4 
plemented by high vitamin D intake, increased 

take, and sodium citrate. After 1948 patients were treated with 
dimercaprol, in the form of a 10% solution of dimercaprol in 
benzyl benzoate and oil. The therapeutic regimen was to give 
3 mg. of dimercaprol per kilogram every four hours for a 
total of 10 days. Supportive measures included in both series 
the use of barbiturates, intramuscular magnesium sulfate, and, 
in some instances, drop ether to control the convulsions. The 
fluid balance was maintained, and chemotherapeutic agents 
were used whenever infection was present. Of the 38 treated 
without dimercaprol, 10 died, whereas only one of the 16 
treated with dimercaprol died. Because of this striking differ- 
ence in the mortality of the two groups, the authors advise 
that treatment with dimercaprol be continued in acute lead 
encephalopathy. 


Isolated Myocarditis in Infants.—lIsolated myocarditis, which 
was first described by Fiedler in 1899, is a nonspecific, idio- 
pathic disease characterized by progressive or sudden heart 
failure, frequently associated with various aberrations of the 
cardiac-conducting mechanism. The only constant structural 
changes are inflammation of variable type, confined to the 
myocardium, and cardiac hypertrophy. Boikan differentiated 
three types. The first is an acute diffuse lesion from which, he 
felt, recovery was possible. The second is a more chronic 
form that causes death in a period of months. The third type 
is manifested by recent and remote cardiac changes that ulti- 
mately result in death from progressive heart failure. While 
the disease usually occurs in young adults, the authors found 
reports of 26 young children (up to 22 months) in whom the 
disorder was cither proved or suspected. The authors describe 
two infants in whom they observed the disease. The first of 
these infants had an acute, diffuse, myocardial lesion that 
seems to correspond to the first type described by Boikan. It 
is difficult, however, to conceive of recovery in a heart so 
intensely inflamed. The disease in the second infant, in whom 
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@ clinical diagnosis was established on the basis of brady- 
cardia, low-grade fever, syncope, and changing electrocardio- 
grams for which no other apparent cause could be discovered, 
corresponded to Boikan'’s second group. Although the fever 
was altered by penicillin, no therapeutic responses were 
elicited by sulfadiazine or atropine in high dosage, and these 
agents failed to prevent syncope and death. Isolated myo- 
carditis should be considered in the differential diagnosis of 
cryptogenic cardiac arrhythmias and cardiac enlargement oc- 
curring in infants. 


Journal of the Student A.M.A., Chicago 
2:1-82 (April) 1953. Partial Index 
Synthetic Analgesics. D. C. Schechter.—p. 19. 
Diabetes Mellitus and Insulin. A. R. Lewis.—p. 24. 
Referring a Patient to a Psychiatrist. W. M. Shanahan. —p. 28. 
Tell Cancer <7 the Truth. T. E. Douglas Jr.—p. 43. 
46 


School Health and . D. A. Dukelow.—p. 
Problems of Medical 5 tienen. J. D. Van Nuys.—p. 49. 


Maine Medical Association Journal, Portland 
44:57-82 (March) 1953 


Status of Tuberculosis Control in Maine—Critical Study. A. Ashley. 
—p. $7. 

Vaginal Smear: Guide to Diagnosis, Prognosis and Treatment. W. M. 

Management of Third Stage of Labor. phn -y 67. 
— Aspects of Hemorrhage from Peptic Ulcer 


—p. 70 
Case History of Near Suicide. N. Fish.—p. 72. 
Medicine and the Law. H. E. Locke.—p. 74. 


Marquette Medical Review, Milwaukee 
18:107-162 (March) 1953 


Focal Glomerulonephritis. J. F. Kuzma and T. Z. Potley.—p. 110. 
Clinical Significance of Auricular Fibrillation. E. J. Kirby.—p. 117. 
*Postmeningitis Complications. M. J. Fox.—p. 122. 

Primary Pulmonary Aspergillosis. M. A. Hall.—p. 128. 

Surgical Treatment of Intestinal Obstruction. B. T. Bonell.—p. 135. 
Use of Diamidines in Treatment of Blastomycosis. T. M. Thor 


. J. Spencer. 


—p. 139, 
Caner Significant Treatment: Cancer of Mouth. J. M. Gules and P. J. 
Reilly. —p. 145. 

Postmeningitis Complications.—Fox observed that not infre- 
quently patients who had recovered from meningitis would 
revisit the hospital 5 to 10 years after their illness with symp- 
toms such as headaches, loss of hearing or hearing defects, 
muscle pain, fainting speils, muscle twitching, or, rarely, 
convulsions. Frequently the family physician would call the 
hospital regarding the patient's record. Understanding of post- 
meningitic symptoms has become more important since the 
mortality rate has been greatly decreased by the use of sulfona- 
mides and antibiotics. A questionnaire regarding complications 
and sequelae was sent to 323 patients who had been treated 
for acute meningococcic meningitis at a Milwaukee hospital 
between 1936 and 1945. Nearly half of those who 

had some symptoms. Headache was the commonest residual. 
It was localized most frequently to the occipital area. About 
half (88) of those who replied complained of what the author 
designates as cord symptoms, that is, joint or muscle pain and 
muscle twitchings. Fainting was reported by seven patients 
and convulsions by one. Another questionnaire was sent to the 
22 patients who complained of impairment of hearing. Since 
two of the 16 who responded stated that their hearing had 
been defective before the attack of meningitis, only 14 are 
considered. One patient reported eventual complete recovery 
and six others improvement in hearing; the other seven ex- 
perienced no improvement. Changes in weather, altered work- 
ing conditions, and drinking large amounts of water aggravated 
the residual symptoms in some of the patients. A fibroblastic 
proliferation inhibiting free circulation of cerebrospinal fluid 
and resulting also in a circulatory embarrassment to the 
brain spinal cord may be the pathological change re- 
sponsible for the postmeningitic symptoms. The pathological 
change causing the auditory impairment is in the temporal 
bone area. There is extension of the exudate by way of peri- 
neural spaces of the eighth nerve and perivascular spaces of 
modiolar vessels. The exudate leads to atrophy and degen- 
eration of the neuroepithelium of the cochlea and vestibule. 
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Maryland State Medical Journal, Baltimore 
2:107-164 (March) 1953 
SYMPOSIUM ON EUTHANASIA 
Aspects Relating to Euthanasia. C. E. Orth Jr.—p. 120. 

Sanctity of Life. G. Boas ——p. 128. 

Medical Aspects Relating to Euthanasia. L. Krause. —p. 131.. 
Vaccination and Immunization History of Children Entering First Grade 

in 1951 and 1952. C. R. Hayman.—p. 141. 
=a Unconsciousness: Guide in Head Injury. R. K. Thompson. 

—p. 143. 


Metabolism, New York 
2:103-200 (March) 1953 
Antimetabolites: Review. E. Shaw.—p. 103. 


Serum Lipids in Diabetic Acidosis. L. V. D. Harris, M. J. Albrink, W. F. 


Van Eck and others.——p. 120. 

Lack of Effect of Administered Estrogen on Serum Lipids and Lipopro- 
J. Glas, H. Engelberg, R. Marcus 

and others.—p. 133. 

Effect of Estrogens on Partition of Serum Lipids in Female Patients. 
M. L. Bilert.—p. 137. 

Influence of Previous Diet on Carbohydrate Utilization by Diaphragms of 
Adrenalectomized Rats. C. Cohn and M. Kolinsky —p. 146. 

Factors Influencing Re: of Adrenalectomized Rats to Stress. M. E. 
Dumm and E. P. Ralli.—p. 153. 

Effect of Lipotropic-Deficient Diets and Steroid Hormones on Pregnant 
Rat. R. A. Shipley, E. B. Chudzik, C. Curtiss and J. W. Price.—p 165. 

Effects of Fat Content of Ration on Antithyrotoxic Properties of B 
bmg and Liver Residue in Hyperthyroid Rat. B. H. Ershoff. 
—p. 175. 


Military Surgeon, Washington, D. C. 
112:233-314 (April) 1953. Partial Index 
Utilization of Federal Professional Health Personnel. H. A. Rusk.—p. 233. 
Location of Hospitals in Respect to Target Areas. J. W. Cronin.—p. 2%. 
Armed Forces Medical Library. F. B. Rogers —p. 246 
Ss Acute Vascular Injuries: Report of 77 Cases. E. J. Jahnke Jr. 
49 
Cooperative Planning of Dietary Services. E. Jones.—p. 252. 
Air Evacuation from Korea—A Typical Plight. J. Albert.—p. 256. 
Mission of Military Surgeon in the Modern World: European Views on 
— rr and Ethics in Global Warfare. C. F. 
ayer.—p. 


Nebraska State Medical Journal, Lincoln 
38:77-116 1953 
Surgical Aspects of Hypersplenism. R. S. Sparkman.—p. 79 
Internal Hernia Secondary to Acute Appendicitis. E. K. ‘Connors and 
R. L. Lawton.—p. 82. 
and Treatment of Pernicious Anemia. P. T. Pratt and 
M. O. Johnson.—p. 84. 
loric Hypertrophy in the Adult. W. P. Kiecitsch.—p. 87. 
38:117-168 (April) 1953 
H. S. Morgan, F. Cole and R. Gorthey. 
ee of C.C.K.-179 (Hydergine) in Therapy of Hypertension. W. J. 
Reedy, R. J. Caffery and J. Lavelle.—p. 122. 
Methods for Determining Bacterial Susceptibility to Antimicrobial Agents 
and Their Relative Value to the Clinician. J. M. Severens.—p. 126. 


Chondrosarcoma of Thorax, Rectal Polyps and Cancer of Rectum. W. P. 
Kleitsch.—p. 129. 


Trichlorethylene in Obstetrics.—Morgan and associates used 
trichlorethylene as an anesthetic agent in the delivery of 140 
multiparous and 14 primiparous women. No maternal deaths 
occurred, nor did any of the babies show signs of respiratory 

or difficulty. More can be accomplished with tri- 
chlorethylene than is usually thought possible. General anes- 
thesia can be obtained with it, and it provides adequate 
anesthesia for forceps applications, episiotomies, and repairs. 
Episiotomy and repair were done in 95 cases. Forceps were 
used in 60 cases, some liberalization in the indications being 
entertained because of the clinical trial of trichlorethylene. 
Postpartum nausea and vomiting were rare. Relaxation of 
perineal structures was not good, however, and the authors 
do not recommend trichlorethylene for women in whom de- 
livery is difficult, nor in any patient whose delivery will be 
facilitated by complete relaxation of the muscles of the pelvic 
floor, i. ¢., breech delivery. Retrograde amnesia followed in 
almost all patients, and for this reason, trichlorethylene has 
found ready patient acceptance. The possibility of using tri- 
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chlorethylene in twin deliveries is discussed. Few side-effects 
were encountered. It was the impression of several observers 
that labor was shortened because of the psychological support 
offered by the hand mask. Supplementary anesthesia was re- 
quired in only three cases. As a rule, trichlorethylene anes- 
thesia should be started only in cases for which it obviously 
will suffice, but if necessary, a change can be made to use 
of open drop ether. 


New England Journal of Medicine, Boston 
248:481-526 (March 19) 1953 

“Continuous” vs. “Discontinuous” Therapy with Penicillin: Effect of Inter- 
val Between Injections on Therapeutic Efficacy. H. Eagle, R. Fieisch- 
man and M. Levy.—p. 481. 

Group Practice with Branch Centers in Rural County. C. B. Exsseistyn. 
—p. 488. 

in Treatment of Cardiac Decompensation. M. D. Alitschule. 
—p 


en. dh Treatment of Diverticulitis of Colon. M. K. Bartlett and W. V. 
Mc Dermott.—p. 497. 

Endoscopy. E. B. Benedict.—p. 500. 

Mongolism—Implications of Dental Anomalies. T. H. Ingalls and R. L. 
Butler.—p. $11. 


248:527-570 (March 26) 1953 


Epidemic Salmonalle Newport Infection in a Metropolitan Area. A. D 
Rubenstein and R. A. MacCready.—p. $2 

Glomerulonephritis as Complication of the Schaisia~Stenedh Syndrome. 

M. Levitt and B. Burbank.—p. $¥. 

Multiple Antibody Formation in Autoimmune Hemolytic Anemia: Report 
of a Case. M. C. Rosenthal, Z. D. Komninos and W. Dames ek 
—p. $37. 

Contribution of §. Ramon y Cajal to the Knowledge of the Anatomy of 
Cerebral Cortes. J. L. Conel.—p. $41. 

Health in Colleges. D. L. Farnsworth —p. $43. 

*Congenital Afibrinogenemia: Report of Case. H. A. Lawson.—p. $52 


Congenital Afibrinogenemia.—C ongenital afibrinogenemia ts a 
rare disease that was first described by Rabe and Salomon 
in 1920. After briefly citing several other reports, Lawson 
presents the case of a 19-year-old woman, who was first seen 
at the age of 16. She had had several episodes of uncon- 
trollable bleeding from lacerations resulting from childhood 
accidents. The hemorrhage could not be arrested until she was 
given blood transfusions, which on each occasion caused 
prompt cessation of bleeding. On two or more occasions 
troublesome bleeding had followed extraction of teeth. She 
had intervals of months or years without difficulty of any 
sort, the hemorrhage occurring only as a result of injuries. 
She had never had epistaxis, bleeding gums, hemarthrosis, or 
hematuria, but she almost always had several black-and-blue 
spots on her arms or legs as the result of slight trauma such 
as bumping against furniture. There was no consanguinity of 
the parents (a situation that has been reported in other cases 
of this disease). A brother had died three days after birth 
as a result of uncontrollable hemorrhage from the umbilical 
cord. The patient's mother had a history of easy bruising 
throughout her life but had never had any serious hemorrhage. 
Examination of the mother's blood revealed a mild deficiency 
in fibrinogen. Laboratory examinations on the patient were 
negative except for the complete incoagulability of the blood 
due to absence of fibrinogen. This case was of unusal interest 
because menstruation was entirely normal; it clearly demon- 
strated that a normal menstrual flow is possible despite the 
inability to form a fibrin clot. As regards the advisability of 
marriage and child-bearing, it is necessary to consider the 
safety and welfare of the patient and the possibility of in- 
heritance of this serious disease by any children she might 
have. In this case there is a strong familial tendency, as shown 
by the partial deficiency of fibrinogen in the mother and the 
probability of complete afibrinogenemia in a brother. 


Review of Gastroenterology, New York 
20:209-280 (April) 1953 
SYMPOSIUM ON DISEASES OF LIVER 
Liver Biopsy. J. R. Neefe —p. 217. 
Present Status of Liver Function Tests. S. Lichtman.—p. 221. 
Histologic Criteria for Differential Diagnosis of Liver Diseases in 
Needle Biopsies. H. F. Smetana, T. C. Keller and I. N. Dubin. 
—p. 227 
Postoperative Abdominal Distention. E. F. Sciorsci.—p. 245. 
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South Carolina Medical Assn. Journal, Florence 


49:61-84 (March) 1953 
H. H. Fouche and J. F. Williamson. 


Ethyt | en (Tromexan) in Coronary Artery Disease: Pre- 
liminary Report. R. S. Pollitzer —p. 64. 
is of Pernicious Anemia. E. A. Dreskin at S 
Epidermoid Carcinoma of Vulva. H. E. Smith, L L. Mester Jr. and J. M. 


Wilson.—p. 71. 
49:85-118 (April) 1953 

D.aphragmatic Hernia and Eventration in Infancy. W. C. Cantey and 
G. W. Scurry.—p. 85. 

Safeguards and Pitfalls in Treating Injuries of Upper Extremity. G. R. 
Dawson Jr.—p. 91 

Surgical Treatment of Mitral Stenosis of Mitral Valve Commissurotomy: 
History of Its Development and Its a to Sequelae of Rheu- 
matic Heart Disease. W. M. Lemmon.—p 


University Michigan Medical Bull., Ann Arbor, Mich. 
19:23-54 (Feb.) 1953 


"Overwhelming Bacteremic Shock Produced Gram-Negative Bacilli: 
Report of Four Cases with One Recovery. A. 1. Braude, J. Siemienski, 
1). Williams and J. P. Sanford —p. 21. 

Clinical Experience with New Indandione Derivative: Preliminary — 
1. F. Deff, E. W. Dennis, P. E. Hodgson and W. W. Coon.—p. 


Bacteremic Shock Produced by Bacilli.— Braude 
and associates observed four cases of pnt bacteremic 
shock. Two resulted from naturally occurring infections, an- 
other from transfusion of contaminated blood, and in one the 
origin of the bacteremia was not definitely determined. These 
cases illustrate the clinical nature of a syndrome that is not 
usually defined as a separate entity. Three sets of symptoms 
were observed: (1) chills, fever, and sweats; (2) severe ab- 
dominal pain associated with voluminous stools, which were 
sometimes liquid or bloody, and severe muscular pain accom- 
panied by such tenderness to touch that the patients often 
objected to being handled: and (3) severe hypotension (average 
blood pressure about 65/35) accompanied by rapid labored 
respirations, mental confusion, apprehension, restlessness, 
cyanosis, and anuria. Symptoms observed in addition to these 
three groups included a bleeding tendency and jaundice. A 
paracolon organism was isolated from the blood of each of two 
patients. The blood of one of these also contained innumerable 
Acrobacter aerogenes. Two other patients also had two species 
of bacteria. In one Proteus and Enterococcus organisms were 
repeatedly isolated from the blood. In another patient both 
Escherichia freundii and a coliform organism of intermediate 
type were present in large numbers in the contaminated blood 
transfused into the patient, but only the paracolon was re- 
covered from the patient's blood. The authors describe studies 
with antibiotics. One of the four patients in shock was success- 
fully treated with antibiotics, arterenol, and cortisone. There 
should be no hesitation in using all the antibiotics that may 
be active against gram-negative bacilli. The patient in whom 
therapy was successful was treated with acrosporin (polymyxin 
B), aureomycin, chloramphenicol, and penicillin. Studies bore 
out the logic of using several antibiotics; aerosporin proved to 
be highly bactericidal against the Esch. freundii and the other 
coliform isolated from the patient. There was no doubt about 
the effectiveness of arterenol, but the value of cortisone was 
not clear. In all four patients massive numbers of bacilli were 
detected in the blood; in one they were so numerous that they 
could be demonstrated microscopically in a smear made from 
a drop of capillary blood. For comparison the authors also 
recorded observations on two patients with bacteremia due to 
gram-negative bacilli who did not experience hypotension. The 
blood of the two patients who did not experience shock was not 
heavily infected. 


Wisconsin Medical Journal, Madison 
$2:219-264 (April) 1953 


Lumbar Hernia: Case Report from Mercy Hospital, Janesville. V. W. 
Koch, R. C. Gallagher W. A. Munn and C. Tomlinson —p. 219. 
Vv. 


Addison's Disease with Protracted Unusual Mental Changes. 
Quandt and 8. Rosenthal.—p. 225 
Degenerative Disease of Hip Joint. C. M. Ihle.—p. 229. 
Dietary Management of the Pregnant Patient. A. Barnes. —p. 232 
Cardiac Artest and Resuscitation: Report of Two Cases. BE. E. Eckstam, 
Mings, O. S. Blum and others.—p. 235. 
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Acta Chirurgica Scandinavica, Stockholm 
104:341-424 (No. 5) 1953. Partial Index 
Total Gastrectomy or Not in Cancer? L. Troell.—p. MI. 
— Hepatoptosis Treated Surgically. J. Adams-Ray. 
—p. 348 
Valvulotomy for Pure Pulmonary Stenosis. he Therkelsen.—p. 353. 
Sendergaard. 


Improved Technique of Valvulotomy for Pulmonary Stenosis. 
—Pulmonary valvulotomy is indicated in patients with symp- 
toms due to pure pulmonary stenosis with or without an 
atrial septal defect, and there is much in favor of this pro- 
cedure in cases of tetralogy of Fallot with valvular pulmonary 
stenosis. While satisfactory results may be obtained with a 
transventricular approach, the arterial route offers the follow- 
ing advantages: Damage to vital tissue is avoided. The sur- 
geon is working behind the stenosis through a vessel that is 
usually dilated and spacious, with low pressure, and without 
disturbing the circulation or placing an additional load on 
the heart, which already has been under great strain. A ring 
clamp is described that permits a safe access to the interior 
of the pulmonary artery without any significant loss of blood 
and facilitates performance of valvulotomy through the main 
trunk of the artery. The procedure on the valve thus can be 
done deliberately and slowly, and the difficulty in locating the 
stenosed orifice is eliminated. Four illustrative cases in which 
this technique was used for valvular stenosis of the pulmonary 
artery in children between the ages of 6 and 13 years are 

ed. Thoracotomy was performed, with resection of the 
left fifth rib, and the ring clamp was placed on the pulmonary 
artery for 20 minutes. The blood pressure dropped 10 to 20 
mm. Hg during the actual manipulations on the valve but 
returned to normal within seconds as soon as the instruments 
were withdrawn. The perfect control over the blood loss 
offered by the ring clamp made it possible to pass the cutting 
and dilating instruments through the orifice, which had been 
easily located with a probe, without damaging the normal 
valve. A valvulotome with retractable blades and Brock’s ex- 
pansible dilator were used. The closure of the incision in the 
artery with a continuous everting suture proved less difficult 
than the suture of the ventricular wall. As a result of his 
experience, the author states that in selected cases the arterial 
route has a decided advantage over the transventricular ap- 
proach in patients with valvular stenosis. 


Acta Endocrinologica, Copenhagen 
12:193-288 (No. 3) 1953. Partial Index 

Antidiuretic Effect of Coitus in Human Subjects. O. Friberg.—p. 193. 

ACTH-Like Effect of Accetylsalicylic Acid: Investigation of Combined 
Treatment with Acetylsalicylic Acid and Pantothenic Acid. J. Boe and 
K. F. Stéia.—p. 201. 

*Adrenocortical Response to Corticotropin, Cortisone, and Ascorbic Acid 
in Children: Comparison with Results Obtained in Adults. M. Sprechier 
and J. Vesterdal.—p. 207. 

Blood Levels of 17-Hydroxycorticosterocids in Normal Men and Men 

Whose Adrenals Have Been Removed Following Administration of 

Cortisone Acetate. C. A. Gemzell and C. Franksson.—p. 218. 

Effect of Diethyistilbenedio! on Healing of Wounds in Human Vagina. 
S. Sjdstedt.—p. 260. 

Relation Between ~~ and Gland: Experiments with 
Radioactive lodine. A. Jentzer.—p. 264 


Adrenocortical Response to Corticotropin, Cortisone, and 
Ascorbic Acid in Children.—Investigations on the urinary ex- 
cretion of steroids in normal children indicate a very low 
excretion of 17-ketosteroids until the beginning of puberty. 
The rapid yearly increase in excretion from that time must 
be due to a maturation of this function of the adrenal cortex. 
The ability of the adrenal cortex to produce corticoids seems 
to be fully developed from birth. The adrenocortical response 
to corticotropin as measured by the changes in the urinary 
excretion of corticoids and 17-ketosteroids was studied in 15 
children. The results are compared with those obtained in 
adults. The changes in corticoids were the same in the two 
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groups but a clear difference was found with regard to the 
17-ketosteroids, the increase after administration of cortico- 
tropin being much smaller in children than in adults. The de- 
termination of the urinary corticoids probably offers a more 
sensitive and a more direct measurement of the adrenocortical 
response to corticotropin in children than the determination 
of 17-ketosteroids. Results obtained with cortisone adminis- 
tration in three children suggest that the 17-ketosteroids in 
children are derived from a conversion of corticoids. The 
steroid excretion was altered in an unexplained manner when 
ascorbic acid was given in addition to corticotropin. In 8 of 
10 cases the corticoids decreased during the first three days 
of ascorbic acid administration, followed again by a gradual 
increase during the next few days. The 17-ketosteroids changed 
to a lesser degree but on the whole in a parallel manner. 
A reversed excretion pattern was found in two cases. Control 
experiments were performed with three children to whom 
ascorbic acid was administered alone. The steroid excretion 
was unaltered in all cases. Cholesterol had no influence on 
the steroids. In two cases infections occurred during the ex- 
periments, and in both cases a typical stress reaction was 
observed in spite of the simultancous administration of corti- 
cotropin. 


Acta Medica Scandinavica, Stockholm 
145:1-78 (No. 1) 1953 

Reflex Vasodilatation Test in Patients with Periarthrosis Humero-Scapu- 
laris and the “Shoulder-Hand Syndrome.” E. F. Mogensen.—p. 1. 

*Corpus Luteum Hormone in Treatment of Biliary Dyskinesia, and 
Especially of the Postcholecystectomy Syndrome. E. Adiercreutz.—p. 15. 

Experimental Investigations Using the Method of Miller and Sayers on 
Effect Upon Animals of Cemented Tungsten Carbides and the Powders 
Used as Raw Material. K.-D. Lundgren and A. Swensson.—p. 20. 

Case of Paroxysmal Auricular Fibrillation in Acute Nicotine Poisoning. 
B. von Ahn.—p. 28. 

Lipid Content of Prostatic Secretion in Adolescent and me: Males and 
Its Relation to Acid Phosphatase Activity. K. Iversen.—p. 


Antianemic Activity of Alkali-Treated Crude Liver Extract. es Ostling, 
W. Nyberg and R. Gordin.—p. 40 


Cortisone and Corticotropin Treatment in Insuloma. M. Osnes and R. K. 
Thorsen.—p. 44. 


Some Investigations Concerning the Appearance of Tendency to Bleeding 
in Connection with Treatment with Para-Aminosalicylic Acid (P. A. §.). 
A. Kristenson.—p. $2. 

Erythromyelosis: Review and Report of a Case in 2 Benzene (Ben sol) 
Worker. N. 1. Nissen and A. Seeborg-Ohisen.—p. 56 


Choice of Indifferent Electrode in Study of Bilectrocardiographic After- 
Potentials. A. Caristen.—p. 72. 


Corpus Luteum Hormone in Treatment of Biliary Dyskinesia. 
—Biliary dyskinesia in patients who have not been operated on 
may be defined as a disturbance in the reciprocal relations 
between the motility of the gallbladder and that of the sphinc- 
ter of Oddi. Delayed emptying of the gallbladder is a common 
radiological finding and may be found in patients without 
symptoms, in patients with symptums of dyspepsia, and in 
patients with biliary colic. Biliary dyskinesia, as shown by 
delayed emptying, is frequently only one manifestation of 
general dyskinesia in the gastrointestinal and genitourinary 
tracts, and may be associated with other conditions such as 
peptic ulcer, spastic colitis, pancreatitis, carcinoma, and renal 
calculus. Hormonal influences are known to be responsible for 
biliary dyskinesia occurring in women in connection with 
menstruation and during pregnancy. Intensification of dyskine- 
tic symptoms in the digestive tract before menstruation may 
be due to a disturbance in the estrogen-progesterone balance, 
or to a relaxing effect exercised by the corpus luteum hormone 
on smooth muscle in the organs connected with the genital 
apparatus by reflex nervous pathways. Corpus luteum therapy 
was tried in 27 women, aged 30 to 76, 11 presenting the post- 
cholecystectomy syndrome with typical biliary colic and the 
other 16 having gallbladder dyskinesia of the delayed empty- 
ing type. Premenopausal patients received one injection of 10 
mg. of progesterone (Progestin) once a month from 8 to 15 
days before the beginning of the menstrual period; in some 
cases the dose was increased to two injections monthly. Meno- 
pausal and postmenopausal patients received one injection 
weekly for three weeks. A period of waiting then followed, 
after which in some cases injections were resumed at longer 
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intervals. Striking improvement or complete relief of 

was obtained in all but six cases. Seven of the 11 patients with 
the postcholecystectomy syndrome in particular became symp- 
tom free. The fact that postmenopausal women were benefited 
by the corpus luteum hormone shows that it has a sedative 
action that may be spasmolytic in character. 


Archiv fiir Psychiatrie u. Nervenkrankheiten, Berlin 
190:99-186 (No. 2) 1953. Partial Index 
Exogenic Psychosis of Schizophrenic Type During School Age: Aspects 
of Brain-Stem Type of Psychoses. D. Weber and H. W. Kiopp.—p. 104. 
Duration of Various Forms of Amyotrophic Lateral Sclerosis. R. Hem- 
mer.—p. 127. 
——— and Schizophrenia-Like Psychoses in Patients with Brain 
Elsisser and H.-W. Griinewald.—p. 1M. 
—p. 166. 


and Psychoses After Brain 
Trauma.—tin definitely exogenous psychoses a causal connec- 
tion with brain trauma can usually be established even if there 
is a long period between the trauma and psychosis. If, how- 
ever, the psychoses are a causal connection with 
trauma is only rarely demonstrable, unless the brain trauma 
was especially severe and there is a chronologic relationship 
(symptoms bridging the interval). Even in cases of severe 
trauma, the probability of a connection with an endogenous 
psychosis may be all that can be assumed, because since 
schizophrenia is relatively frequent, an accidental concurrence 
of trauma and schizophrenia is always possible. In a review 
of the literature the authors could find only 26 cases in which 
a causal connection between a schizophrenia-like psychosis 
and trauma seemed probable and 16 in which it seemed pos- 
sible. They add reports of five new cases with schizophrenia 
symptomatology after severe brain injuries, which were in 
the frontal brain in four cases and in the temporal lobe in 
one case. Another group of patients with brain trauma had 
psychoses that resembled schizophrenia but could be differen- 
tiated from it. The authors designate these as symptomatic 
psychoses. These included two patients with hallucinations, 
the brain lesions being located in one case certainly and in 
the other case probably in the right parietal region. There was 
also one case in which hallucinations concurred with Kor- 
sakoffs psychosis that resulted from trauma. Finally the 
authors present observations on three patients with paranoid 
psychoses in whom there had been brain trauma followed by 
convulsive attacks. In these cases it is likewise difficult to ascer- 
tain whether the concurrence of trauma and psychosis is acci- 
dental or whether the psychosis is a sequel or symptom of 
the convulsive disorder. In one of the three cases, the last 
possibility seemed proved, since the psychosis appeared im- 
mediately after a series of convulsive attacks and disappeared 
following surgical removal of a missile and of a cyst from the 
right temporal region. The authors feel that psychoses in 
persons in whom trauma to the brain has resulted in con- 
vulsive attacks are usually symptomatic, that is, the result of 
the convulsive attacks; however, definite proof cannot be fur- 
nished. In only one of the cases presented did schizophrenia 
exist also in blood relatives, and in another case it seemed 
possible that the psychosis was a recurrence of an earlier 
psychotic attack. 


Beitrage zur Klinik der Tuberkulose, Heidelberg 
108:353-428 (No. 5) 1953. Partial Index 

Tuberculin Reaction and Tuberculostatic Therapy. G. Korb.—p. 353. 

*Diagnosis of Intestinal Tuberculosis. G. Berg.—p. 361. 

Tuberculosis and Work. H. Miller.—p. 347. 

Venectasia in Area of Thorax and Its Diagnostic Significance. F. Miczoch 
and E. Kopp.-—p. 375. 

Diagnosis of Intestinal Tub losis.— Roent phic ex- 

amination disclosed abnormalities of the stomach in 187 of 

700 patients with open pulmonary tuberculosis after a barium 

meal and after barium enema. Tuberculous changes were sus- 

pected in 89 of the 187 patients, but this suspicion was veri- 

fied in only 27 patients (4%). Of 51 patients who died of 
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open pulmonary tuberculosis and in whom necropsy was per- 
formed, 23 (45%) had specific changes in the intestines. Of 
these 23 patients, 14 while alive had been subjected to roent- 

ic examination of the gastrointestinal tract, and in 
only 8 of these 14 patients had a diagnosis of intestinal tuber- 
culosis been based on the results of this examination. In the 
remaining six patients in whom pathological changes had not 
been demonstrated by roentgenologic examination, the latter 
had been carried out one to four years before death, and 
intestinal tuberculosis may have developed in the interval 
between the roentgenologic examination and death. Of the 
28 patients in whom necropsy revealed no evidence of intes- 
tinal tuberculosis, 16 had been subjected to roentgenologic 
examination while alive; results of this examination had been 
negative in all. A total of 242 bacteriological examinations 
of feces were carried out in 34 patients. Only 2 of 33 cultures 
obtained from the feces of tuberculous patients with intestinal 
involvement were positive for Mycobacterium tuberculosis. 
Studies of the feces according to Zichl-Neelsen’s method did 
not yield better results. As a result of his experience, the 
author states that only roent ion with a 
subtle technique may offer considerable aid in the diagnosis 
of intestinal tuberculosis, although the limitations of roentgen 
diagnosis are revealed by comparison of the roentgenologic 
and necropsy findings. Early cases of intestinal tuberculosis 
are rarely detected by roentgenologic examination. Bacterio- 
logical examinations of feces with direct preparation or culture 
should be omitted because they are without value. 


Bordeaux Chirurgical 
Supplement to No. 4 of October, 1952. Partial Index 
Broustet and R. Dubourg. 


—p. 1 

Artificial Hibernation: General Aspects. H. oe 14. 

Abdominal Route in Treatment of Cancer of Rectum: Indications and 
Results. J. Cahen.—p. $3. 

Surgical Injuries of Ureter. R. Darget.—p. 100. 

*Intratesticular Implantation of Estrogenic Pellets in Prostatic Cancer. 
Darget, Meyer and Ballanger—p 101. 


FE strogenic in Prostatic Cancer.— When 
estrogenic implants are used in the treatment of prostatic can- 
cer, pellets of estrogenic substance are usually placed under 
the skin. Darget and his associates reasoned that their effec- 
tiveness might be increased if they were implanted directly 
into the tissue on which they are to act, namely, the testis. 
Experiments on rats confirmed the soundness of this hypothesis 
and seemed to justify a trial in human subjects. The first 
patient was a man with a highly malignant prostatopelvic 
carcinoma who was deriving no benefit from the oral ad- 
ministration of estrogens. The implantation of 100 mg. of 
diethylstilbestrol into cach testis had the following results: 
the 17-ketosteroids completely disappeared from the urine, 
the pelvic tumor decreased in size, and there was a general 
improvement in the state of health. When three months later 
a unilateral castration was done for control purposes, 67 mg. 
of the pellets had not been absorbed as yet. The examination 
of the removed testis showed, in comparison with the biopsy 
made before the implantation, a nearly complete atrophy of 
the seminal line and of the interstitial tissue. After having 
tried this method on 10 patients, the authors believe that the 
method is not dangerous and is much more effective than the 
usual subcutaneous implantation. 


British Journal of Radiology, London 
26:161-216 (April) 1953. Partial Index 

¢ Value of Angiocardiography in Congenital 
Heart Disease. J. F. Goodwin, R. E. Steiner, J. P. D. Mounsey and 
others.—p. 161, 

Theoretical Study of Radiation Outputs and Qualities from Beryllium 
Window Tube Operated at Low Kilovoltages (10-50 kVp). W. A. 
Jennings. —p. 193. 

with Report of Case. 

. D. C. MeCrorie and A. Smith.—p. 207 


Diagnosis of Exomphalos with Report of Case. J 
—p 
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British Medical Journal, London 
1:687-742 (March 28) 1953 


Action of Ovarian Hormones on Uterine Muscle. G. W. Corner and 
A. Csapo.—p. 687. 

Survey of Prescribing in Scotland in 1951. D. M. Dunlop, R. S. Inch 
and J. Paul.—p. 694 

7 Excretion of Pressor Amines in Relation to Phaeochromocytoma. 


*Toxoplasmosis in Relation to Seoneet Deficiency. J. Burkinshaw, BH. 
Kirman and A. Sorsby.—p. 702. 

Myxoedema as Cause of Death: Report of Two Cases. H. S. le Marquand, 
W. Hausmann and E. H. Hemsted. —p 


Moloney.—p. 706. 

Method of Anaesthesia for Tonsillectomy. B. Kenton and HM. Parsons. 
—p. 708. 

Aortic Occtusion in Infancy. C. Marks and B. M. Fehbler.—p. 709 


Toxoplasmosis and Mental Deficiency. Of 698 mentally de- 
ficient patients, most of them children, 55 showed positive 
toxoplasmin skin and dye reactions. The incidence of positive 
reactions increased with advancing age. The 55 positively re- 
acting patients were examined —— ophthalmoscopically, 
and radiologically for signs of toxoplasmosis. The criteria 
cited by Sabin in 1948 served as a guide. They include in- 
ternal hydrocephalus or microcephaly, chorioretinitis with 
predilection for the macular region, convulsions and other 
signs of involvement of the nervous system, and cerebral cal- 
cification. In two cases eye lesions suggestive of toxoplasmosis 
were found. Radiologic cxamination and lumbar puncture 
showed nothing suggestive of toxoplasmosis. In none of the 
cases could the mental defect be definitely attributed to toxo- 
plasmosis. In some cases other causal factors were present, 
for example, epiloia (tuberous sclerosis), phenylketonuria, or 
mongolism. It was concluded that in mental institutions or 
elsewhere a positive toxoplasmin reaction is acquired like a 
positive Schick reaction with increasing age and is very in- 
—— associated with clinical toxoplasmosis, and that 
is not a common cause of mental defect. 


Bruxelles-Medical, Brussels 
33:697-748 (April 5) 1953. Partial Index 

*Endometrial Tuberculosis. H. Bedrine and P. Houlne.—p. 707. 
Technique of Gastric and Intestinal Sutures. J. 714. 
Erroneous Reporting of Deaths from Tuberculosis and Cancer and Its 

H. Schwers. 

—p 7 
Endometrial Tub losé A healthy young women 
complaining of menstrual disturbances or sterility are some- 
times found to have endometrial tuberculosis. Endometrial 
biopsy indicates the diagnosis but does not establish it, because 
various other conditions may give rise to pseudotuberculous 
manifestations. Attempts to demonstrate Koch's bacillus by 
guinea pig inoculation and direct cultivation have hitherto 
proved unreliable, but Sevin of the Pasteur Institute at Lille 
developed a method of using endometrial fragments in Petrag- 
nani and Dubos mediums that provides accurate and 
able ae information. Positive cultures confirmed a 
diagnosis of endometrial tuberculosis that was indicated by 
biopsy in eight patients, and in three others in whom the 
biopsy findings were negative tuberculosis was discovered when 
routine cultures proved positive. The value of endometrial 
biopsy as a diagnostic procedure is shown by the fact that 
Koch's bacilli were demonstrated in all cases in which the 
biopsy findings were positive; when the findings are doubtful 
or negative, the information obtainable from the cultures is 
invaluable. Endometrial cultures may also be used to deter- 
mine the efficacy of treatment. The best proof of cure in 
patients in whom sterility is the result of endometrial tuber- 
culosis is the establishment of a normal intrauterine pregnancy; 
failing this, however, reduction in bacillary virulence or con- 
version of cultures from positive to negative is an excellent 
indication of the being made. Streptomycin and 
p-aminosalicylic acid, given systemically and by intrauterine 
instillation, is the treatment preferred by the authors, but care 
must be used in applying p-aminosalicylic acid 7 be- 
lack of dissemination characteristic of endometrial tuberculo- 
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sis have been attributed to low bacillary virulence, but the 
bacilli recovered from the cultures in the authors’ cases have 
all been normally virulent. A recent suggestion by Aschheim 
that the stroma of the endometrium may form part of the 
reticuloendothelial system, which is known to be highly re- 
sistant to infection, offers a possible explanation for these 
phenomena. 


Deut. Ztschr. f. Verdauungs- & Stoffwechselkr., Leipzig 
13:49-144 (Nos. 2 & 3) 1953. Partial Index 


Schulze.—p. 49 
Studies on the Metabolism of Regeneration. M. Biirger and J. Nécker. 


seaitcmen of Glucuronic Acid. G. Brox.—p. 99. 

The Problem of Glycogen Storage Diseases. E. and V. Bébiau.—p. 115. 

Effect of Insulin on the Carbohydrate Metabolism in Patients with Hepa- 
titts. F. Meythaler and G. Lobenhofer.—p. 129. 


Osteoarthropathia and Osteoporosis.— Birger and 
Schulze call attention to the localization of ochronotic pig- 
ment deposits in the so-called bradytrophic tissues on the 
basis of observations on three patients with alkaptonuria. They 
show that the degenerative pigment deposits that are char- 
acteristic of ochronosis are found particularly in tissues that 
have relatively few capillaries, and to which they apply the 
term bradytrophic. Ochronosis is to a certain extent a method 
of vital staining of the bradytrophic tissues and corroborates 
the impression gained by chemical analysis. This has shown 
that these tissues are traps for waste products, that is, as they 
become dehydrated or consolidated as the result of aging, 
they take up by diffusion deposits of metabolic wastes. Appar- 
ently a considerable period is required for the formation of 
ochronosis, and not every patient with alkaptonuria lives long 
enough for ochronosis to become manifest. The three patients 
with alkaptonuria gave the authors the opportunity to study 
changes in the chondro-osseous system. They found that the 
degenerative changes were not limited to the syndesmoses or 
to the articular cartilage, nor were the bone changes dependent 
only on primary changes in the cartilages. Even bones that 
were far removed from joints showed morbid structural 
changes, which roentgenologically gave the impression of a 
strand-like osteoporosis. The authors conclude that the sequel 
of prolonged alkaptonuria is osteochondroarthrosis deformans. 
The severe osteoporosis found in these patients can be traced 
to the chronic acidosis due to homogentisic acid. 


Dia Médico, Buenos Aires 
24:225-256 (March 16) 1953. Partial Index 


R. Finochietto.—p. 225. 
C. J. Garcia Diaz and F. C. 


—p. 2734. 


Isoniazid in Tuberculous From his experiences 
with the use of isoniazid in the treatment of 15 children with 
tuberculous meningitis the author concludes that this drug is of 
greater value than streptomycin in the treatment of the disease. 
To prevent the development of resistance of the tubercle bacilli 
to the drug, it is advisable to give it with streptomycin or 
p-aminosalicylic acid. When the drug is given extrathecally, 
the daily dose for children is 7 to 40 mg. per kilogram of body 
weight. Daily doses of 15 or 20 mg. can be given extra- 
thecally only in late, acute cases and for a short time. Intra- 
thecal administration is usually unnecessary, as the drug easily 
permeates the blood-brain barrier. It seems to be indicated 
only in cases observed late in the course of the disease, in some 
patients in coma, and probably in some infants. The daily 
intrathecal dose is 0.50 to 0.75 mg. per kilogram of body 
weight in adults and 0.5 to 1 mg. per kilogram of body weight 
in children. To prevent recurrences from reactivation of either 
meningeal or extrameningeal tuberculous foci, it is advisable 
to give the treatment without any interruption forgas long as 
necessary (no less than five months in the cases observed by 
the author). Isoniazid seems to prevent blockage of the cerebro- 
spinal fluid but is of no avail for controlling established block- 
age, which calls for neurosurgery. 


Crohn's Disease Involving Stomach: Report of Two Cases. F. R. R. 
*Isoniazid in Tuberculous Meningiti 
Pfister.—p. 229. 
Hepatic Artery. J 
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Edinburgh Medical Journal 
60:1 13-148 (March) 1953 


Pneumonia. J. Crofton.—p. 113. 
Complacency or Conquest? R. Y. Keers.—p. 128. 


60:149-200 (April) 1953. Partial 


Isotopes as an Aid to Diagnosis. S. Rowlands. —p. 
Tuberculous Disease of Cervical Lymph Glands. J. A. oo 184, 


Journal of Hygiene, London 
$1:1-144 (March) 1953. Partial Index 


Phage Typing of Staphylococcus Aureus. A. M. Hood. —p. 1 

Differentiation of Sero-Fermentative os in Bacterium Coli 0 Group $5. 
J. Wriett and R. Villanueva.—p. 

Reaction of H-Substance with Rabbit — R.G. S. Johns and J. R. 
Marrack —p. $5. 

Incidence and Penicillin Sensitivity of on ee Aureus in Nose in 
Infants and Their Mothers. G. B. —— —p 4 

Clostridium Welchii Food Poisoning. - Hobbs, M. E. Smith, C. L. 
Oakley and others.—p. 75. 

Routine Typing of Clostridium Welchii. C. L. Oakley and G. H. War- 
tack.—p. 102. 


Journal d’ Urologie, Paris 
$8:807-934 (No. 12) 1952 

Thirty-one Nephrectomies for Aplasia or Atrophy. J. Cibert and J. Col- 
lenet.——p. 807. 

*One Hundred Prostatectomies According to Hryntschak’s Technique. 
J. Foret and C. Maquinay.—p. 817. 

Ureter Stump After Nephrectomy for Tuberculosis. L. A. Surraco 
—p. 829. 

Histological Classification of Cancer of Kidney; Respective Incidence of 
Different Varieties. L. Fruhling and E. Blum.—p. 


Prostatectomy According to Hryntschak's Technique.— Foret 
and Maquinay performed 100 prostatectomies with the patients 
under high peridural anesthesia, preferably between the &th 
and 10th dorsal vertebra, using Hryntschak’s technique. This 
technique involves a suprapubic, transvesical approach with 
attachment of the site of the incision in the bladder to the 
aponeurosis of the rectus muscle to prevent soiling of the 
perivesical tissues. The adenoma is then enucleated with the 
finger while the prostate is steadied by the assistant’s fingers 
in the patient's rectum. Two supporting sutures of chromic 
absorbable surgical suture no. 1 are placed at the circumfer- 
ence of the neck at positions corresponding to 2 o'clock and 
10 o'clock on the face of the clock. The posterior lip of the 
neck is resected with scissors. A whip-stitch suture is then 
started at the position corresponding to 2 o'clock following the 
entire circumference of the neck, being crossed at each point 
and terminated at the mooring point corresponding to 10 
o'clock. The whip-stitch provides a more complete suture, 
securing absoluie hemostasis not only of the pedicles of the 
prostate but also of the small vessels that are bleeding on the 
surface of the cross section. The bladder is closed with purse- 
string sutures using chromic absorbable surgical suture no. 4. 
Systematic vasectomy is carried out and a catheter fastened 
at the prepuce; the urinal connected with the catheter is 
emptied every half hour for at least 48 hours to make sure 
the catheter is permeable. Except for eight patients with severe 
heart disease, all the other patients were allowed to get out 
of bed on the day after the operation. Only one of the 100 
patients had postoperative phlebitis and only one died of 
pulmonary embolism. Sixty-six patients of an average age of 
67 years obtained a complete cure with definite closure, sur- 
gical healing of the wound, and normal micturition within 10 
days after the surgical intervention, and had not the slightest 
annoyance later on. In these patients the catheter was left in 
place for four days on the average. In 10 patients recovery 
within 10 days was incomplete because of minor complications, 
i. ¢., parietal suppuration in 3, incontinence in 2, broken 
catheter in 1, phlebitis in 1, secondary vesical lithiasis in 1, 
and abnormal dilatation of the prostatic urethra in 2. Five 
patients apparently recovered within 10 days, but a second 
operation became necessary later on; postoperative hemor- 
rhages occurred in three of these patients (two weeks after 
the operation in one). Urinary fistulization occurred in 15 
patients; of 25 patients with urinary infection before the 
operation, fistulization occurred in 8, while only 7 of the 75 
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patients without infection had a postoperative urinary fistula. 
There were four deaths within half an hour to 17 days after 
the intervention, resulting from sudden cardiac failure, myo- 
cardial infarction, pulmonary embolism, and bronc 

monia or A large number of the patients obtained 
a rapid and complete cure without any suffering. Using 
Hryntschak's technique the space of Retzius is not opened, 

not a single case of pubic osteitis has been reported. 


Lancet, London 
1:607-656 (March 28) 1953 
Influence of Language on Medicine. J. Z. Young —p. 607. 
*Kernicterus and Prematurity. A. D. T. Gowan and J. M. Scott.—p. 611. 
Ligation of Splenic and Hepatic Arteries in Portal Hypertension. A. J. S. 
McFadzean and J. Cook.—p. 615. 
*Intra-Aortic Blood-Transfusion. H. A. Haxton.—p. 622. 
Trial of Isoniazid in Rat Leprosy. J. C. Cruickshank.—p. 624. 
Infected Arteriovenous Fistula in the Lung. F. H. Stevenson.—p. 626. 
The Kidd (Anti-Jk*) Haemagglutinin: Third Example. G. R. Milne, J. W. 
Wallace, 1. W. Tkin and A. E. Mourant.—p. 627. 
Electrocardiographic Changes After Nephrectomy. C. P. Petch.—p. 627. 
Congenital Absence of Gall-Bladder, with Stone in Common Bile-Duct. 
G. Mourzas and A. K. Wilson.—p. 628. 


Kernicterus and <—Kernicterus has been attributed 
to sepsis, to hepatitis, to an undetermined toxin, and, more 
recently, to Rh immunization. The view commonly held today is 
that expressed by Claireaux in 1950 when he said that “nuclear 
jaundice is always associated with icterus gravis neonatorum re- 
sulting from hemolytic disease.” Recently, however, doubt has 
been cast on the validity of such statements by investigators who 
observed kernicterus in babies without pathological or sero- 
logic evidence of hemolytic disease. In this paper Govan and 
Scott report observations on 10 infants with kernicterus in 
whom there was no Rh incompatibility between mother and 
fetus. All were premature, the average birth weight being 3 
Ib. (1,360 gm.) and the average duration of pregnancy 32 
weeks. In cach case there was some complication either dur- 
ing pregnancy or at the time of birth. In four cases there 
had been antepartum hemorrhage due to placenta previa. 
Severe preeclampsia affected the mothers of two other infants. 
The cord prolapsed in one case during labor and had to be 
replaced. Another infant was the second of twins presenting 
by the breech, and version had to be undertaken before de- 
livery could be effected. A spontaneous but rather precipitate 
breech delivery occurred in another case. In the 10th case 
the labor was prolonged for 86 hours. The infants were feeble 
at birth, cyanosed, and difficult to resuscitate. All were treated 
by the usual methods for premature babies. Heat and oxygen 
were supplied, and each received vitamin K and penicillin. 
Jaundice appeared on the 4th day in these children, and the 
time of death varied from the 4th to the 9th day of neonatai 
life. These 10 cases were selected from a larger series because 
they exhibited the typical changes and there was no question 
of blood incompatibility. All had negative reactions to the 
Coombs’ test and the blood-groups of mother and child, as 
regards both ABO and Rh factors, were similar. The brain 
lesions found had the same anatomical distribution and his- 
tological appearance as those found in kernicterus due to 
erythroblastosis. Similar lesions have been found in premature 
infants dying during the first three days of neonatal life before 
jaundice appeared, indicating that pigmentation is a secondary 
feature. From a comparison with lesions found in known 
states of asphyxia, the authors are led to the conclusion that 
damage to the brain occurs at the time of birth and is due to 
anoxia. The lesions of erythroblastosis are probably of similar 
origin. 

Intra-Aortic Blood Transfusion._There is evidence that for 
blood transfusions in severe oligemic shock the intra-arterial 
route has advantages over the intravenous route, but infusions 
into peripheral arteries involve the danger of spasm and throm- 
bosis. Intra-aortic infusion, which Haxton has been using for 
18 months, is free from such difficulties. He conceived it in 
the course of hundreds of lumbar paravertebral sympathetic 
blocks, in which he observed that the aorta could be easily 
punctured from the left side and that no sequelae resulted. 
Transfusion into the abdominal aorta at the level of the third 
lumbar vertebra with a special stepped needle has proved 
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simple and free from complications in 20 cases. In 3 of the 
20 patients, whose ages ranged from 2 days to 84 years, the 
intra-aortic transfusion was repeated. Owing to the serious 
nature of the illness, there have been some fatalities; but in 
only one case did the transfusion appear to have a deleterious 
effect. In cases with repeated gastrointestinal hemorrhage this 
method rapidly restored the general condition and allowed the 
safe performance of early operation. In other cases with acute 
oligemia rapid improvement followed transfusions of moderate 
size. Transfusion can be made under direct vision into the 
aorta during thoracic and abdominal operations should the 
need arise. The necessary apparatus should be ready and sterile 
for immediate use. 


Medical Journal of Australia, Sydney 


1:245-280 (Feb. 21) 1953 


Epidemiology of “Q” Fever: A Review. E. H. Derrick. —p. 245. 

World Developments in Clinical Pathology. N. M. Gutteridge —p. 25}. 

Rupture of Uterus: Review of 24 Cases at Royal Hospital for Women, 
Paddington, During Last 20 Years. T. H. Smail.—p. 257. 

Treatment of Gonorrhoea with Two Grammes of Terramycin in Divided 
Dosage Over 24 Hours. R. R. Willcox. —p. 260. 

Newer Methods of Electrical Testing in Nerve Lesions (1-T Curves) 
L. T. Wedlick.—p. 261. 


1:281-320 (Feb. 28) 1953. Partial Index 

Observations on Use of Fluorine for Partial Control of Dental Caries. 
N. E. Goldsworthy.—p. 281. 

Significance of Lymphadenopathy. A. E. McGuinness.—p. 285. 

Significance of Generalized Lymph Node Enlargement. V. J. McGovern 
—p. 288, 

Treatment of Peptic Ulceration. S. Goulston.—p. 291. 

Surgical Aspects of Treatment of Peptic Ulcer. F. F. Rundle. —p. 293 

Use of Controtied Hypotension Combined with Local Use of Adrenaline 
as an Aid to Fenestration Operation. D. O'Brien and W. H. J. Cole. 
—p. 300. 


Medicina, Buenos Aires 


13:1-72 (Feb.) 1953. Partial Index 

Studies on Formation of Ascites (Effect of Paracentesis). A. Agrest and 
A. J. Roncoroni.—p. 1. 

*Effects of Cation Exchange Resins on Arterial Hypertension, Congestive 
Heart Failure, and Edema of Various Causes. L. de Soldati and 
F. Montoreano.—p. 19. 

Experimental Unilateral Pulmonary Embolism with Closed Thorax. 
A. Agrest, A. Lanari and A. J. Roncoroni.—p. $1. 


Cation Exchange Resins.—Ammonium-potassium cation ex- 
change resins were used in the treatment of a group of 16 
patients, which included seven patients with essential hyper- 
tension, seven with congestive heart failure with edema, and 
two patients with cirrhosis of the liver with ascites and edema. 
Patients with symptoms of renal insufficiency were not in- 
cluded in this group. The drug was given in daily doses of 
SO gm., which was given in three fractional doses at regular 
intervals, for from 1 to 20 weeks. The daily amount of sodium 
allowed in the diet of the patients was between 800 and 1,000 
mg. The tolerance of all patients to the drug was excellent. 
In none of the patients were symptoms of acidosis, hypo- 
kalemia, and salt depletion observed. In the seven patients with 
essential hypertension, the symptoms greatly improved. The 
decrease in the blood pressure was slight and transient. In 
the only patient in whom hypertension markedly diminished, 
the blood pressure returned to its pretreatment level on the 
fifth day after discontinuation of treatment. In the seven 
patients with congestive heart failure, from a selected group 
of patients in whom the administration of cardiotonics, diu- 
retics, and a low sodium diet had previously failed, the treat- 
ment with cation exchange resins resulted in increasing diuresis 
and in diminishing edema. In the two cases of cirrhosis of 
the liver, ascites, and edema diminished. The authors com- 
pare the effects of the treatment with those they obtained in 
a group of 700 patients with essential hypertension from the 
administration of the rice diet, as previously reported. They 
conclude that cation exchange resins have effects similar to but 
not as good as those obtainable with the rice dict in essential 
hypertension. Continuous or periodic cation exchange resins 
treatment is of value as an adjunct to a low sodium dict when 
the latter has to be given for a long time. The treatment is 
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of value in cases of congestive heart failure with edema and 
of cirrhosis of the liver with ascites and edema that do not 
respond to standard treatment. In these cases the resins potenti- 
ate the effects of mercurial diuretics and at the same time make 
“the diet more palatable than the strict low sodium dict. 


Minerva Medica, Turin 
44:437-460 (Feb. 21) 1953. Partial Index 

General Aplastic Myclosis. and Classification and Therapy of Hemor- 
thagic Syndromes and Diseases: One Case. G. Ivar.—p. 437. 

Lederer’s Hemolytic Anemia: One Clinical Case with Nonhemoglobinic 
Iron in the Erythrocytes. E. Pagliardi.—p. 44}. 

*Streptomycin Therapy in Adults with Tuberculous Meningitis. P. Nicolaj. 
—p. 447. 


Streptomycin in Adults with Tuberculous Meningitis.— Nicola; 
reviews the results in all patients older than 13 years who 
were admitted to the University of Bologna pediatric clinic 
(streptomycin section) with tuberculous meningitis from 1947 
to 1951 and had streptomycin therapy. A total of 45 children 
were admitted but only 33 were treated only by the author, 
12 having had previous treatment clsewhere. Twenty-seven 
patients recovered; one has been well for more than four 
years, nine for more than three, two for more than one year, 
and the others for less than one year. There was a relapse 
in three patients, but two of them recovered with streptomycin 
therapy, and the third, who was still being treated at time of 
writing, had improved and had a normal fluid picture. The 
author used streptomycin diluted in water (1 gm. in 20 cc.), 
and at time of administration he diluted it again in 1 to 2 
ce. of lukewarm isotonic sodium chloride solution. He used 
both the intrathecal and the intramuscular routes, since the 
intramuscular route alone had given negative results. Intra- 
thecally the dose was S0 to 80 mg. daily for three months; 
often to the patients whose condition was severest two intra- 
thecal injections were given every day in doses of 40 to 50 or 
60 mg. each time for 15 to 30 days. After three months, if 
the temperature had returned to normal and the fluid picture 
was improved, the drug was given every two days and this 
was continued for two months. Then the time interval be- 
tween injections was gradually increased until therapy was 
discontinued in about 8 to 10 months. When onset of a spinal 
block was suspected, the drug was given by the suboccipital 
route in doses of 15 to 20 mg.; from 90 to 100 injections were, 
as a rule, sufficient to prevent or to cure the block. This route 
should be limited to particular cases only and mainly to those 
in which the lumbar route is contraindicated. Dihydrostrep- 
tomycin rather than streptomycin was given intramuscularly 
in doses of 10 mg. per kilogram of body weight, with a daily 
total dose of from 600 to 800 mg. in three divided doses 
every eight hours. About 8 to 10 gm. of p-aminosalicylic acid 
was also given daily in three divided doses in ecight day 
courses, with a treatment-free interval of 8 to 10 days between 
each course. When the drug was not tolerated by a few 
patients, its administration was discontinued. Other adjuvants 
were iodine, given orally or by injections, and vitamins. Tubor- 
culous meningitis in adults differs from this disease in children 
in that it has a longer course, spinal block occurs more fre- 
quently, and endocrine disturbances, such as excess weight and 
striae cutaneae distensae, are commoner. A favorable prog- 
nosis rests mainly on early diagnosis and early treatment. 
About 80° of adults with tuberculous meningitis may re- 
cover with timely and individualized therapy. 


Practitioner, London 
170:329-440 (April) 1953. Partial Index 


Modern Concept of Allergy. F. M. Rackemann.—p. 333. 

Present Status of Desensitization in Treatment of Allergic Conditions. 
D. Harley.—p. 338. 

Cortisone, ACTH and Allergic Reaction. W. B. Sherman.—p. 447. 

Antihistaminic Drugs in Treatment of Allergic Conditions. A. W. Frank- 
land.—p. 355. 

Clinical Value of Skin Tests in Allergic Conditions. R. S. B. Pearson. 
—p. 361. 

Upper Respiratory Infection in its Relation to Allergy. C. Hamblen- 
Thomas.—p. 368. 

Drug Idiosyncrasy and Drug Sensitization. G. Discombe.—p. 473. 

Some Psychiatric Aspects of Asthma D. Leigh.—p. 381 

Management of the Climacteric. W. Hunter.—p. 3*6. 
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Presse Médicale, Paris 


61:361-380 (March 14) 1953. Partial Index 


*Exsential Arterial Spasms. C. Lian, Khalili and Lumbroso.—p. %61. 

Assessment of Serum Oxytocic Potency in Recurring Endocrine Abortions. 
R. Suvor, P. Juret, P. Poti-Marchetti and J. Bliard.—p. %63. 

*Combination of Three Sex Hormones, Estradiol, Progesterone, and 
Testosterone, in Treatment of Menopause. E. Juster and E. Guiard. 
—p. 6S. 

Late Results of a Duodenojejunostomy. A. Ameline and N. Loiseau. 
—p. 367. 


Essential Arterial Spasms.—F ssential arterial spasms may occur 
in widely varying areas in patients who are neither hyper- 
tensive nor aged. No visible lesion can be found to explain 
them. They are most frequent in the extremities, where they 
produce numbness, cold, or even gangrene; in the retinal 
vessels, where they lead to loss of vision lasting for some 
minutes, or to partial vision in which only part of a person 
or object is seen; and in the cerebral vessels, where they result 
in fleeting, limited paresis of an arm, a leg, or the tongue. 
Other symptoms less suggestive of arterial spasm are anxiety, 
dizziness, perception of arterial pulsations, and abdominal pain. 
The spasms sometimes follow fatigue or emotional strain, but 
they may occur without any apparent cause, or, as in most 
cases, they may be precipitated by exposure to cold. The 
attacks may occur at frequent intervals, or a single episode may 
be followed by years of latency; usually, however, there are 
several attacks separated by intervals of a few months. Some 
patients will always be affected in the same area; in others, 
several areas may be involved, simultaneously or successively. 
None of the patients in the authors’ series had arteritis in the 
affected member. Arterial oscillations and sounds and arterial 
tension were always normal; the arteries were supple and the 
heart was sound. Most patients were between 35 and 50 when 
the first spasms occurred. Differential diagnosis should be 
aimed at climinating the symptomatic spasms accompanying 
various conditions such as Raynaud's disease. Hyperexcitability, 
either of the arterial wall or of the sympathetic nervous sys- 
tem, may be responsible for the occurrence of essential spasms. 
Treatment is necessarily symptomatic, consisting of adminis- 
tration of sedatives, vasodilators, and antispasmodics; sympa- 
thetic infiltration or sympathectomy may be attempted when 
the cerebral vessels are involved. The long-term prognosis must 
be guarded, but the physician should endeavor to relieve the 
anxiety that often accompanies the condition. 


Combination of Three Sex Hormones in Treatment of Meno- 
pause.—Administration of combined estradiol, progesterone, 
and testosterone, intramuscularly or in the form of lozenges 
to be dissolved under the tongue, to patients with menopausal 
disturbances produced results equivalent and in some cases 
superior to those of intensive estrogen therapy, without the 
undesirable side-effects of synthetic estrogens. Treatment can 
readily be adjusted to the patient's requirements, and may be 
continued for long periods without exposing her to the dangers 
of hormone supersaturation. Hot flashes, severe psychic mani- 
festations, and metabolic disturbances disappear rapidly, and 
the patient recovers the vitality and balance of character and 
feeling she had before the menopause. The injectable prepara- 
tion contains estradiol, 3} mg., progesterone, 20 mg., and testos- 
terone propionate, 25 mg., dissolved in | cc. of oil. Injections 
are needed every one or two weeks at first, but as treatment 
progresses and the patient's condition improves, the intervals 
may be lengthened. Patients who have been treated with the 
combined hormones are unwilling to return to synthetic estro- 
gen therapy, which often produces disagreeable side-effects. 
Oral administration of lozenges containing ethinylestradiol, 
0.005 me. anhydroxyprogesterone, 5 mg., and methyltestos- 
terone, 2.5 mg., is ‘equally effective and very convenient. The 
initial dose may consist of from 3 to 5 lozenges daily, but 
later one or two will usually suffice to maintain the patient in 
normal neuroendocrine balance. Use of the combined sex 
hormones in premenopausal patients with normal or subnormal 
menstrual cycles is not indicated. 


J.A.M.A., July 25, 1953 
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87:515-662 (No. 6) 1952 
*Notes on Lessening of Neurosurgical Operative Insult by Drug Synergy. 
E. Woringer, J. Schneider, G. Brogly and others.—p. $15. 


Reflections on Operative Technique 
M. Feld.—p. $25. 


Use of Autonomic Drugs and Refrigeration in 
—Electroencephalographic studies show that the effect of cor- 
tain drugs, such as Diparcol (10-[2-diethylaminoecthyl}-pheno- 
thiazine) and mephenesin (Myanesin), which “potentiate” 
anesthetics, is both central and peripheral. Their action in 
producing variations in neuronic excitability is analogous to 
that of anesthetics and, by the same mechanism, they also 
affect the higher vegetative centers, causing the body to lose 
some of its homeostatic reflexes and its ability to react to 
environmental influences. Gradual refrigeration can then be 
successfully carried out, and in the resulting state of artificial 
hibernation postoperative and other disturbances are greatly 
reduced. Studies of cerebrospinal fluid pressure following ad- 
ministration of the potentiating drugs show no increase in the 
pressure, which might embarrass a neurosurgeon in opening a 
dura mater distended by the presence of a subjacent tumor 
when, as often happens, artificial hibernation must be insti- 
tuted preoperatively. Application of this procedure to four 
patients suffering from severe concussion whose death might 
be expected within six hours and in whom operative inter- 
vention would have been useless resulted in immediate im- 
provement. Their symptoms were relieved, consciousness was 
partially restored, and life was prolonged for three or four 
days. Patients in poor condition undergoing operations for 
removal of cerebral tumors and others in whom the proximity 
of the operative field to the diencephalic centers made post- 
operative disturbances probable had a remarkably smooth 
course when placed under hibernation for the first four days. 
Pulse, blood pressure, and respiration were nearly normal, and 
the temperature did not rise above 38 C when the hibernation 
was discontinued. Constant supervision by trained medical 
personnel is essential for the successful use of this method, 
which promises to be invaluable in neurosurgery. 


Riforma Medica, Naples 
67:141-168 (Feb. 7) 1953. Partial Index 

*Importance of Some Painful Syndromes of the Extremities in Diagnosis 
of Pulmonary Cancer. E. Ruggieri —p. 141. 

A New ” for Taking and Studying Tongue Impressions. F. Campeti. 
—Pp. 147 

Epidemiology and Prophylaxis of Brucellosis with Particular Reference to 

Course of This Infection in the Benevento Province. A. Matera. 

—p. 149. 


Pains in Extremities as Only Early Diagnostic Sign of Pul- 
monary Cancer.—Sometimes the initial clinical phase of can- 
cer of the lung may be represented by pains in the extremities 
long before respiratory symptoms appear. These pains were 
the only complaint of 26 of the author's 168 patients in whom 
cancer of the lung was later found. Ruggieri classifies these 
pains into three groups. The first comprises those resembling 
the pains of the syndrome of scapulohumeral periarthritis or 
Duplay’s syndrome. The apex of the shoulder is the focal 
point and from there the pain radiates along the arms, in- 
volving sometimes the elbow, the forearm, the hand, or the 
fingers. In some cases it may radiate to the anterior region 
of the thorax as far as the breast and in others along the 
supraclavicular pit to the neck and the back of the neck. 
Objective examinations do not reveal abnormalities in the 
shoulder or in any of the painful areas, palpation and pres- 
sure over the focal point do not accentuate the pain, and all 
passive and active movements are normal. This syndrome was 
the carly diagnostic sign of pulmonary cancer in 15 (8.9%) 
of the author's patients, and the neoplasm was located near 
the mediastinum in 12 of them. Differential diagnosis from 
Pancoast’s syndrome is easy, since these patients do not have 
dystrophy of the muscles of the arm and hand nor Horner's 
syndrome and the cancer is found near the apex of the lung. 
It cannot be confused with arthritis, arthrosis, and rheumatic 
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diseases, since in these there is always some functional im- 
pairment. Nor can it be confused with periarthritis, since this 
is always caused by a previous trauma. The second group of 
pains involves the joints of the elbow, wrist, knee, and ankle 
of one or all extremities. The intensity of the pain is variable, 
being more pronounced during humid and rainy days and 
occurring always during the day. Results of objective exami- 
nations of the extremities are always negative, all the move- 
ments are normal, the periarticular tissues are not altered, 
and there is never clevated temperature. Only asthenia of the 
aching extremities is present. Diagnosis of cancer of the lung 
was established in five (2.9%) of the author's patients on the 
basis of this syndrome alone. The third group comprises pains 
suggesting hypertrophic pulmonary osteoarthropathy. The dif- 
ference lies in the fact that the radiological picture does not 
reveal alterations of the articular heads. This syndrome was the 
only early sign of cancer of the lung in six (3%) of the 
author's patients. The mechanism of action of these syndromes 
is still obscure, but since they may indicate cancer of the 
lung long before any respiratory disturbance appears, a tenta- 
tive diagnosis of this entity should be made whenever patients 
complain of pains in the extremities but there are no radio- 
logical or objective alterations. 


67:169-196 (Feb. 14) 1953. Partial Index 


*Acute Pulmonary Edema Caused by Penicillin. A. Strano.—p. 169. 

Correlations Between Tuberculous Infection and Appendicitis. M. S. Man- 
fredi.—p. 172. 

Carcinoma of Esophagus. M. Paimisano.—p. 176. 

Simple Apparatus for Blood Transfusions. P. Scaduto.—p. 180. 


Acute Pulmonary Edema After Penicillin Administration.— 
A 39-year-old woman with a five year history of vasomotor 
rhinitis once or twice a month, especially during the spring 
and fall, and concurrent attacks of dry cough and mild retro- 
sternal pains in the entire thorax, suffered traumatic lesions 
to the larynx 10 months before admission to the clinic. On 
that occasion she received 1,000,000 units of penicillin with- 
out any side-effect. Later she was given the drug again in an 
aerosol to control one of the attacks, but the therapy had to 
be discontinued after the first dose because acute pulmonary 
edema developed associated with bronchial spasm, increased 
arterial pressure, tachycardia, and cyanosis. These regressed 
with administration of morphine, atropine, and camphor. In 
the following months the asthma-like attacks became more 
frequent and severer, and the patient, without consulting the 
physician, gave herself an intramuscular injection of 200,000 
units of penicillin. Severe cyanosis, intense cough, at first dry 
and thereafter productive of a reddish sputum, and loss of 
consciousness followed. Examination revealed acute pulmonary 
edema with bronchial spasm and a blood pressure of 160/90 
mm. Hg. About two hours after the withdrawal of 400 cc. of 
blood and the administration of morphine, camphor, atropine, 
and oxygen, the symptoms disappeared. The reactions to re- 
peated intradermal injections of penicillin were always highly 
positive. The patient was discharged on March 15, 1951, and 
has had only one attack since. This occurred after she had 
been accidentally exposed to patients receiving penicillin in 
an aerosol. 


Rivista di Clinica Pediatrica, Florence 


$1:1-96 (Jan.) 1953. Partial Index 


*Treatment of Tuberculous Meningitis. A. Paci.—p. 1. 
Hormones in Eczema of Nurslings. 


Evolving Into Acute Leukemia. A. Fois. 
—p.4l 


Studies on Eventual Synergy of Procaine and Cortisone. L. Barilli and 
R. Rossi.—p. 46. 


Streptomycin in Tuberculous Meningitis.— Results are reviewed 
of streptomycin therapy in 69 children with tuberculous men- 
ingitis who were treated at the University of Pisa pediatric 
clinic from the end of 1947 to the time of writing. All the 
patients were less than 12 years old. Of the 24 patients who 
were treated from October, 1947, to August, 1948, only one 
recovered completely and two recovered after a relapse. These 
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poor results are attributed to the meager k of the 
drug at that time and to its scarcity. From September, 1948, 
to February, 1950, more streptomycin became available and 
therefore the results were better. Of the 19 patients admitted 
during this period, 5S could not be treated because of their 
severe general condition that resulted in death a few days 
later. Fight have recovered and are well; one recovered but 
died suddenly after his transfer to another institution; and 
five died. During this period the drug was injected into th: 
cisterna magna. From March, 1950, to the date of writing 
26 patients have been treated. Of these, 17 have recovered 
and are well; 2 had been treated for less than 10 days when 
death occurred; 2 have improved but are still under treat- 
ment; and S died. The good results are attributed mainly to 
the method of administration of the drug and to new adjuvants. 
At this time the drug was given daily by the lumbar route in 
doses of 30 to 35 mg. and then 10 to 12 hours later by the 
suboccipital route in doses of 20 to 25 mg. After the initial 
improvement, the drug was given by either route until the 
patient was completely recovered. The therapy was continued, 
however, and was slowly tapered off within two to three 
months. During the entire period of treatment streptomycin 
was given intramuscularly in daily doses of 20 mg. per kilo- 
gram of body weight to children older than 2 years and 30 
mg. per kilogram of body weight to nursing infants. The treat- 
ment period lasted generally for an average of 150 to 180 
days. In the entire series of 69 patients a total of 25 children 
have recovered and remained well; 1 has been well for 3 
years, 7 for 2 years, 6 for more than | year, and 11 for 
less than 1 year. Their general condition is good, and develop- 
ment and growth are normal in almost all of them. One pa- 
tient, who had become deaf during the treatment, is still 
deaf and is mentally retarded, and a permanent mental de- 
ficiency is present in three others. In two of these hydro- 
cephalus had developed during the course of the disease, and 
one has pronounced sequelae to spastic hemiplegia. Generally 
the sequelae to the nervous system lesions that occurred during 
the course of the disease are of little importance and dis- 
turbances of motor functions are not too 


Scalpel, Brussels 
106:279-308 (March 14) 1953. Partial Index 
Silent Potts’ Disease. B. Blankoff.—p. 279. 


*Severe Acute Hemolytic Anemia Following Ingestion of Sodium Ascorbate- 
Para-Aminosalicylic Acid Solution. M. Lust.—p. 287. 


Hemolytic Anemia Following Ingestion of Special p-Amino- 
salicylic Acid Solution.—Several cases have recently been re- 
ported in which the administration of p-aminosalicylic acid to 
children with tuberculous lesions has resulted in severe attacks 


' of acute hemolytic anemia, accompanied by shock, nausea, 


and occasionally vomiting. Enlargement of the liver and some- 
times of the spleen have been noted in most cases, and some 
patients also have jaundice and azotemia. Erythrocyte fragility 
is increased during the crisis but returns to normal when it 
is overcome. The attacks may occur in the first days of the 
treatment or when the first dose is given, even though the doses 
are no larger than those usually prescribed. The anemia can 
be corrected fairly rapidly by one or two blood transfusions 
and does not recur. All the children in whom it occurred 
were given a solution of p-aminosalicylic acid, sold in ampuls 
containing in addition a sodium salt of ascorbic acid in a 
solution of sucrose with sodium saccharinate and flavoring, 
each 15 cc. ampul containing 3 gm. of p-aminosalicylic acid. 
This solution is easier to administer to children, especially 
infants, than other forms of p-aminosalicylic acid. Anemia 
followed ingestion of a single ampul in one case; in another, 
three-fourths of an ampul, or 2.35 gm. of p-aminosalicylic 
acid, precipitated an attack. The children affected are not 
intolerant to p-aminosalicylic acid; some had previously re- 
ceived it in granular form without ill effects. Efforts to find 
the cause of this complication have been unsuccessful. The 
possibility of its occurrence should be kept in mind, and blood 
transfusions should be given at the first sign that it is im- 
pending. 
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Semana Medica, Buenos Aires 
60:333-366 (March 12) 1953. Partial Index 


*Syndrome of Left Ventricular Overload from Surgical Closure of Patent 
Ductus Arteriosus A. Villamil, E. Martinez Zuviria and C. M. Mafia 
de! Castillo —p. 333. 

Fibroma of Ovary. S. L. Sala and N. Santo. —p. 

Indications for Surgery in Hyperthyroidism a. "Gcteeo Tejedor and 

M. Zaforas Marco.—p. 


Left Ventricular Overload After Closure of Patent Ductus 
\ccording to the authors, the electrocardiographic 
changes observed in in the subject of this report have not been 
previously reported in the literature. They direct attention to 
the facts that persistence of patency of the ductus results in 
an increase of the blood volume, the cardiac minute volume, 
and the work of both ventricles, all of which return to normal 
after the operation. The clectrocardiogram of the majority of 
these patients is normal before and after the operation. The 
patient, a woman of 21, developed relatively normally up to 
the age of 20, when dyspnea and heart palpitation prevented 
her from working. The electrocardiogram showed a Q wave 
in the second and third leads and in the VS lead. The T 
wave was positive in all leads and the R wave was high in the 
Vi lead, suggesting increased pressure in the pulmonary 
artery. The operation was well tolerated. The ductus was 
short and very wide. The postoperative period was unevent- 
ful, and the patient was clinically cured. An electrocardio- 
gram taken 45 days after the operation showed diphasic T 
waves in the first and second leads and in the left precordial 
leads. This change lasted for four months after the operation, 
after which the electrocardiogram became normal. The high 
R wave in the V lead, which had been observed in the electro- 
cardiogram before the operation, also disappeared together 
with the abnormal T wave. The authors conclude that over- 
loading of the left ventricle as shown by the abnormalities of 
the T wave in the electrocardiogram after the operation, could 
not be related to the newly created conditions of circulation, 
which were compensated by the diminution of the minute 
volume after the operation. The operation may have cor- 
rected the pulmonary hypertension with consequent control 
of compensatory hypertrophy of the right ventricle and the 
development of latent hypertrophy of the left ventricle. There- 
fore they state that the inversion of T wave after the opera- 
tion showed overloading that occurred after the relations 
between the large blood vessels had become normal as a 
result of the operation. 


Ugeskrift for Laeger, Copenhagen 
11$:317-352 (Feb. 26) 1953. Partial Index 
*Retrolental Fibroplasia. P. Braendstrup and E. W. Flensborg.—p. 317. 
Climate in Incubators During Use: Investigation on Normal Variations in 
Oxygen Content in Incubator Atmosphere During Routine Use. S. Ven- 
del and G. Haglund.—p. 324. 
Iron Treatment of Premature Infants. A. Rothe-Meyer and H. Kreutz- 
feidt.—p. 331. 


Retrolental | tal fibroplasia was unknown 
in Denmark before 1949. During the past two years systematic 
examinations of premature infants in a Copenhagen children’s 
hospital revealed 24 cases of retrolental fibroplasia, and 7 
cases have been reported from the Rigshospital’s department 
for diseases of the eye. Of these 33 infants, 8 are permanently 
blind and 4 have impaired vision; the changes were transitory 
in the others. Analysis of the material seems to confirm a 
relationship between the disease and liberal postnatal oxygen 
therapy and suggests that the oxygen therapy rather than the 
degree of prematurity may be the decisive factor. Since fibro- 
plasia has been reported in cases without preceding oxygen 
therapy and only a minority of the children treated with 
oxygen develop the disorder, an individual factor is thought 
to be present. The retrolental fibroplasia was not recognized 
during continuous oxygen therapy but as a rule shortly after 
cessation of the treatment, which might support the assump- 
tion that the disorder is a relative anoxemic retinopathy. 
Braendstrup and Flensborg caution against liberal oxygen 
therapy for premature infants and advise administration of 
oxygen to premature infants only on strict indication, for as 
short a time as possible, and with gradual reduction of the 
oxygen percentage. 


J.A.M.LA., July 25, 1953 


Zeitschrift fir klinische Medizin, Heidelberg 
180:213-312 (No. 3) 1953 


Clinical and Physiological Study of Coagulation with New Repository 
Heparin Preparation. P. Plancherel.—p. 213. 

*Symptomatology of Acute Porphyria. H. Dérken.—p. 260. 

Reduction Capacity in Diabetes Mellitus, with Particular Consideration of 
Simultaneous Disease of Liver. G. Stiittigen, H. Pilz and E. Chiesura. 
—p. 273 


Cytodiagnosis of Bronchial Carcinoma with Aid of Bronchial Aspiration 
Under Visual Guidance. H. mann.—p. 283. 


of Acute The occurrence of acute por- 
phyria with the classical triad of abdominal pain, massive 
paralysis and dark urine, is reported in three women between 
the ages of 33 and $4 and in a 40-year-old man. In one of 
the women, the clectroencephalogram demonstrated clearly the 
diffuse impairment of the central nervous system; a predomi- 
nant rhythm of 6 to 8 waves per second was observed in the 
unipolar and bipolar leads from the frontal and parictal areas. 
There were occasional groups of slower oscillations (4 to § 
per second) occurring symmetrically over both hemispheres. 
Observations made on the capillaries of the same patient are 
reported as noteworthy: the capillaries were constricted; the 
ratio of the arterial to the venous branch was 1:1; many 
of the capillaries were empty; the flow was stopped for 10 
to 30) seconds; and there were no hemorrhages. The excre- 
tion of creatine in the urine was determined on several con- 
secutive days in one patient; high amounts up to 324 mg. daily 
were observed, but there was a drop during menstruation, 
for which the term “paradoxical creatinuria” is suggested. 
Various results of urinalysis as reported in the recent world 
literature on porphyria are presented, and their significance 
for the clinical diagnosis is discussed. Hormonal relationships 
in addition to allergic factors are to be considered essential 
for the course of the acute porphyria. In one of the author's 
female patients with severe porphyria, a therapeutic trial was 
made with a proprictary preparation of testosterone pro- 
pionate in oily solution (Testoviron) in doses of 10 mg. and 
later on of 25 mg. daily for four weeks. As a result of this 
treatment, the pareses subsided, abdominal cramps did not 
recur, and there was an increase in body weight. The urine 
became clearer with reduced excretion of porphyrin. It is sug- 
gested that the transition of the acute disease with its severe 
neurological symptoms into the latent stage was considerably 
favored by this treatment. 


Ztschr. f. d. ges. Innere Medizin, Leipzig 
8:237-284 (March 15) 1953. Partial Index 
Clinical Aspects of Collagen Diseases. G. Gottsegen, T. Romoda and 
S. Panczél.—p. 237. 
Primary Oliguria. E. Platzbecker.—p. 257. 
Corticotropin in Schoenlein-Henoch's Purpura. H. H. Hennemann.—p. 260. 
Cold Agglutinins in Hepatitis During Childhood. M. A. Frunder.—p. 269. 
Ditierential Diagnostic Considerations in a Case of Severe Bradycardial 
Atrioventricular Arrhythmia. H. Jordan.—p. 273. 
*Death ae Ingestion of 18 Gm. of Isoniazid. F. W. Scheibe. 
—p.2 
Death Following Isoniazid.— A youth, aged 19, with pulmonary 
tuberculosis took 15 gm. of isoniazid all at once while he was 
intoxicated. Shortly later he lost consciousness and tonic and 
clonic convulsions developed, which recurred at varying inter- 
vals until death ensued in circulatory failure 16 hours later. 
The patient never regained consciousness. Necropsy revealed, 
aside from the pulmonary tuberculosis, vascular turgescence of 
many organs, particularly of the brain and its meninges. 
The brain was moreover edematous and swollen and showed 
perivascular blood extravasation. There was lipoidosis of the 
liver, heart, and kidneys. The concentration of isoniazid in 
kidney and liver was 8 and 12 times as high as in the brain. 
Since cerebral side effects from isoniazid are frequent and 
severe, the central nervous system must be damaged by much 
smaller doses than are the parenchymatous organs. The usual 
therapeutic doses never damage these latter organs. The author 
feels that the alcohol intoxication, by inducing a general 
hyperemia, increased the absorption of the isoniazid and thus 
was a contributing factor in the fatality. 
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Surgery in World War ti: The Pifects of Wounds. Ry 
Roard for Study for Severely Wounded, North African-Mediterranean 
Theater of Operations. [Prepared by Historical Division, Army Medical 
Library], Medical Department, United States Army. Office of Surgeon 
General, Department of Army. Cloth. $3.50. Pp. 376, with ilustrations. 

of Documents, Govern. Print. Off., Washington 25, D. C., 
1952. 


This book deals with the physiological responses of the 
body to wounds. The material is taken from surgical records 
of World War IL. Since severe surgical shock associated with 
trauma is not commonly encountered in medical practice 
during peacetime, detailed study has seldom been possible. 
Valuable experimental work on shock has been done with 
animals since World War 1, but there has been little oppor- 
tunity for study of this serious condition in man. At the 
outset of World War Il, the need for whole blood replace- 
ment and for resuscitation was poorly understood. 

Proper emphasis is placed on the significance of blood 
volume, infection, uncontrolled hemorrhage, the site of in- 
jury, and limitations of analgesic and anesthetic agents. The 
material presented is quite remarkable in consideration of the 
fact that a great amount of it was collected in the open field, 
at times under direct fire; the data were obtained a few 
minutes after the injuries occurred. Only by such immediate 
direct contact with human casualties can such practical in- 
formation be obtained. 

The section that deals with “shock kidney.” or lower 
nephron nephrosis, is especially commendab'e. This is a 
study of the clinical records of 60 patients on whom 
necropsies were performed. Thirty-cight had pigment neph- 
ropathy demonstrated histologically; this compared with 22 
cases in which this lesion was not present. It was noted that 
the clinical syndrome or renal insufficiency that follows shock 
is remarkable for the scarcity and mildness of symptoms. The 
commonest symptom was drowsiness that slowly deepened into 
stupor; however, even this at times was absent until death. 
The commonest sign was edema, cither pulmonary or periph- 
eral. The laboratory and blood pressure findings provided 
more useful criteria. 

This book is thought-provoking and will stimulate further 
study in the response of organs to trauma. It is well written 
and concisely presented. It is highly recommended to those 
interested in this field of study, and will no doubt remain an 
excellent source of reference. 


Nutrition in India. By Dr. V. N. Patwardhen, Director, Nutrition Re- 
search Laboratories, Indian Council of Medical Research, Coonoor, South 
India. Cloth. Rs. 15-8. Pp 345, with 28 illustrations. Indian Journal of 
Medical Sciences, Bombay-4; sole distributors: Hind Kitabs Limited, 261- 
263, Hornby Road, Bombay 1, 1952. 


The name of Col. Robert McCarrison is familiar to those 
who have studied the history of nutrition. As a medical officer 
of the British Army in India, McCarrison early in this cen- 
tury began his research on goiter in the mountains of the 
northwest frontier, He later undertook investigations into 
deficiency diseases, including his well-known work on beri- 
beri. His activities led to the founding of an institution de- 
voted to research in human nutrition at Coonoor in south 
India, with the support of the Indian Research Fund Associ- 
ation. After 1922, the institution at Coonoor became the 
Nutrition Research Laboratories. Dr. V. N. Patwardhan, the 
writer of this treatise, is its present director. 

An important result of the studies at Coonoor has been 
the enlistment of many young scientists for research in nutri- 
tion. They now are engaged by medical colleges and other 
institutions all over India. Since their research reports, un- 
fortunately, have been published mainly in Indian journals, 
persons in the United States and Europe who are interested in 
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nutrition will welcome this review. The book provides in- 
formation on the amazing variety of foods grown in India, 
their composition and digestibility; basal metabolic rates, 
which generally are low: and details as to the diets of the 
various regions. Many of the dicts are inadequate in animal 
protein and vitamins. The results of extensive nutrition sur- 
veys are given, as well as accounts of anemia and the prova- 
lent deficiency diseases. Several chapters deal with nutrition 
in public health practice and with the disturbing problem of 
overpopulation. 


Functional Neuroanatomy. By Wendell J}. S. Krice. BS. in med. PhD... 
Professor of Anatomy, Northwestern University Medical School, Chicago. 
Second edition. Cloth. $9. Pp. 699. with illustrations. Blakiston Company 
[a of Doubleday & Company, Inc.), $75 Madison Ave., New York 


This textbook has been revised to include the results of 
recent research in the anatomy and physiology of the nervous 
system, particularly of the wider application of the cathode 
ray oscilloscope to the exploration of central nervous system 
pathways. The author has kept the addition of textual material 
to a minimum but has added many new sketches and three- 
dimensional drawings. 

The anatomy of the various portions of the nervous system 
is presented from the physiological or functional viewpoint, 
and in most of the chapters there is a brief discussion of the 
clinical implications. The text is illustrated with photographs, 
line drawings, and ingenious three-dimensional sketches. A 
short chapter that serves as a guide to the student in the 
laboratory study of the brain and spinal cord and an atlas 
of sections and slice reconstructions are included. References 
to the literature are not given in the chapters, but there is a 
short section with suggestions for further study. There is a 
brief but adequate index. The material is presented in an 
interesting and easily read style. All these make the book of 
great value to the medical student and the neurologist. 


Problems of Infancy and Childhood: Transactions of the Sixth Con- 
ference, March 17 and 18, 1952, New York, SN. Y¥. Edited by Milton J. E. 
Senn, M.D. Sterling Professor of Pediatrics and Psychiatry, Yale Uni- 
versity School of Medicine, New Haven, Conn. Cloth. $2.50. Pp. 160. 
Sponsored by Josiah Macy, Jr. Foundation, 16 W. 46th St.. New York 36, 
198). 


This is a stimulating and sophisticated “infant-centered 
discussion of early (personality) development.” The vivid 
atmosphere of interchange of experiences and thoughts is 
dramatically preserved in the literary style of the transactions. 
The chief contributors are Sibylle Escalona and Katherine 
Wolf, both of the Child Study Center, Yale University, and 
Ann Stewart of the Child Health Center, University of Wash- 
ington. The titles of their contributions are, respectively: 
“Emotional Development in the First Year of Life.” “Ob- 
servation of Individual Tendencies in the First Year of Life,” 
and “Excessive Crying in Infants—A Family Disease.” The 
other discussants are experts in pediatrics, psychiatry, public 
health, obstetrics, and experimental clinical science. 

The substance of the report is embodied in two to four 
detailed case studies that each of the chief speakers presented 
for discussion. Consistent attempts are made to separate de- 
scriptive accounts of observed data, “phenomenology by 
inference,” from theoretical conceptions and hypotheses. The 
method of observation is a sort of dynamic field psychology 
of the infant's “total situation” or “life space” as it is revealed 
during repeated visits to the study center. In Dr. Stewart's 
paper on the colicky baby somatic investigations of various 
kinds are included, and valuable hints are given to the physi- 
cian as to how to manage such infants. Attempts are made 
to predict development and to anticipate neurotic trends. 

The case studies are preceded by a fascinating 50-page 
treatise by Dr. Escalona on what may be termed the world 
of the infant as seen from within. The method here is purely 
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interpretative, and the author often stresses the speculative 
and imaginative character of her thoughts and “fantasies.” 
These she presents under two headings: “Space, Time, and 
Reality” and “Social Interaction, Contagion and Communica- 
tion.” The early budding of a dimly sensed “self” that is 
somehow discerned from a world of “non-self” is exposed 
in a masterly fashion. This “outer world,” for the older infant, 
remains “idiomatic,” animated, and personal, when compared 
with the objective, realistic, nonself, and public world of the 
adult. As the infant's world emerges, he experiences the feel- 
ing of the uncanny against the background of the familiar, 
and the birth of conscience is part of his interpersonal pri- 
mordia. Contacts with young babies are mediated by “con- 
tagion,” which seems similar to empathy, resonance, or tact. 
“Contagion” is the archtype of “communication,” which the 
infant later establishes in a more conscious and purposeful 
manner. Such thoughts ultimately border on philosophical 
discussions. As Dr. Escalona is well aware, explorations of 
personal self, human life, existence, world, conscience, moods, 
and empathy (including “contagion™) have been leading themes 
of philosophers since the 1920's. 


wsophage en cardiologic: Etude radiologique de Veesophage dans les 
cardiopathies congénitales et acquises. Par Marce! Segers et Marce! Brom- 
bart. Préface du P* Ch. Laubry. Acta ae supplementum V. 
Paper. Pp. 202. with 135 illustrations. Les edit “Acta medica belgica,” 
64 rue de la Concorde, Brussels, 1952. 


In this monograph the authors have reviewed and sum- 
marized their systematic studies concerning the roentgenologic 
aspects of the normal and abnormal relationships of the 
esophagus to the heart. After a discussion of normal condi- 
tions and their physiological variations, the various patho- 
logical patterns are systematically described and are illustrated 
by roentgenograms of excellent technical quality and, in many 
instances, by instructive diagrams. Particular consideration is 
given to the types of abnormal esophagrams encountered in 
mitral disease, in acquired aortic disease, and in congenital 
anomalies of the aortic arch. The differential diagnosis of 
these conditions is discussed in the legends to the illustrations 
as well as in the clear and concisely written text. An extensive 
bibliography is included. Those who are interested in clinical 
and, particularly, roentgenologic diagnosis of cardiovascular 
disease will benefit from reading this booklet. 


of the Heart. Edited by S. E. Gould, M.D., D.Sc., Clinical 
Professor of Pathology, Wayne University College of Medicine, Detroit. 
Collaborators: Archie H. Baggenstoss, Associate Professor of Pathologic 
Anatomy, Graduate School, University of Minnesota, Rochester, et al. 
Cloth. $25. Pp. 1023, with illustrations. Charlies C Thomas, Publisher, 
W1-327 E. Lawrence Ave., Springfield, Blackwell Scientific Publica- 
tions, Ltd, 49 Broad St., Oxford, England; Ryerson Press, 299 Queen St., 
W., Toronto 2B, 1953. 


This is the first thorough English presentation in book form 
of pathology of the heart. Dr. Gould has assembled as his 
collaborators outstanding investigators in the particular sub- 
jects assigned to them. By careful editing, duplication of 
material has been kept at a minimum. Pathology is considered 
in its broadest sense, so that the book is far removed from a 
detailed description of morbid anatomy. The relationship of 
structural changes to abnormal physiology and to the clinical 
picture is emphasized. A section on normal and abnormal 
cardiac function was written by Harold D. Green, a cardiac 
physiologist. The book concludes with a chapter entitled 
“Clinicopathologic Correlations,” written by a clinician, 
Gordon B. Myers. Congenital malformations are given 
adequate consideration with regard to their clinical recognition 
and possible surgical treatment. The etiological approach is 
indicated by the titles to the various sections, e. g., rheumatic 
disease, degenerative diseases, nonrheumatic inflammatory 
diseases, parasitic diseases, injuries, and neoplasms. The 
appendix contains some useful information on the proper 
technique in gross examination of the heart at autopsy. Each 
section is well illustrated. The bibliography at the end of each 
section is arranged chronologically instead of alphabetically. 
The text is well written and easy to read. The book should 
be of considerable value to the cardiologist, the medical 
student, and the general practitioner. 


Treatment of Respiratory Emergencies Including Bulbar Poliomyelitis. 
By Thomas C. Galloway, M.D.. Attending Otolaryngologist, Evanston 
Hospital, Evanston. Publication number 168, American lecture series, 
monograph in American Lectures in Otolaryngology, Audiology and 
Broncho-Esophagology. Edited by Norton Canfield, M.D., Associate Clini- 
cal Professor of — wy Yale University School of Medicine, New 
Haven, Conn. Cloth. $3. Pp. 94, with $ illustrations. Charles C Thomas. 
Publisher, 301.327 Lawrence Ave., Springfield, Blackwell Scientific 
49 Broad St.. Oxford, England; ’ Ryerson Press, 299 
Queen St... W., Toronto 28, 1983. 


In this monograph the author attempts by reference to 
respiratory disorders such as bronchiectasis, laryngotracheo- 
bronchitis, and bulbar poliomyelitis to emphasize the need for 
early recognition of the deleterious effects of respiratory ob- 
struction and anoxia and the need for relief of obstruction 
before permanent defects result. He outlines briefly the me- 
chanics of obstruction, the pathophysiology of anoxia, factors 
incident to the care of patients with poliomyelitis, and the 
proper use of tracheotomy. 

One would expect from the title of the monograph to find 
a discussion of all factors relating to respiratory emergencies, 
such as care of the upper airway, measures for securing and 
maintaining ventilation, and the use of endotracheal airways. 
The emphasis, however, is on tracheotomy, which most physi- 
cians will find is indicated in only a small percentage of 
respiratory emergencies. The section dealing with tracheotomy 
is complete in description of indications and technique; how- 
ever, it might be improved by a more detailed description of 
size and shape of tracheotomy tubes and a discussion of the 
advantages and disadvantages of high and low tracheotomy. 

The “byways” mentioned by the author in the introduction 
seem to be unnecessary. If the monograph is concerned pri- 
marily with treatment of respiratory emergencies, there seems 
to be little _ indication for a discussion of the pathogenesis of 
laryngotracheo shitis, bronchiectasis or atelectasis, and 
electrolyte and nutritional balance. 

The monograph is beautifully prepared, and the type facili- 
tates reading. Illustrations are few but excellent. The author 
presents his material in an informal manner with many 
references to personal experiences; he is especially well quali- 
fied to present observations on tracheotomy. The reader may 
be disappointed if he expects a comprehensive discussion of 
problems relating to respiratory emergencies. He will, how- 
ever, find a thorough discussion of the indications for trache- 
otomy and the technique for its use. The general practitioner 
will find the monograph useful for meeting the relatively in- 
frequent respiratory emergency requiring tracheotomy. 


Clinical Diagnosis by Laboratory Methods: A Working Manual of 
Clinical Pathology. By James Campbell Todd, Ph.B.. M_D., Arthur Hawley 
Sanford, A.M., M.D., and Benjamin B. Wells, M.D... Ph.D. Professor of 
Medicine, University of Arkansas, Littl Rock. Twelfth edition. Cloth. 
$8.50. Pp. 998, with 946 illustrations. W. B. Saunders Company, 218 W. 
ry — Philadelphia 5; 7 Grape St., Shaftesbury Ave., London, 


This standard textbook and reference on clinical laboratory 
procedures has been brought up-to-date without any major 
alterations in the content and chapter subdivisions from the 
preceding edition. The general excellence of previous editions 
is maintained. A few changes are found in the chapter on the 
urine, and some new material has been added to the chapter 
on blood. The chapter on bacteriological methods has been 
rearranged to conform to nomenclature and classification 
found in the sixth edition of Bergey's “Manual of Determina- 
tive Bacteriology.” The chapter on serologic tests for syphilis 
also has beer revised to conform to the techniques published 
by the U. S. Public Health Service. Technicians, students, and 
physicians will appreciate the effort of the authors to provide 
recognized and uniform methods for the clinical laboratory. 
As in prior editions, the contents are restricted to established 
procedures, a feature that makes the book particularly useful 
as a standard reference. The appendix of data on various 
standard solutions, tables of normal values, and an outline 
of laboratory findings in important diseases have been re- 
tained. The subject index also indicates the location of illus- 
trations by means of italics. The typography is excellent and 
apparently free of errors. 
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Ferdinand Enke, Hasenbergsteige 3, (14a) Stuttgart-W, 1953. 


This new German textbook on cardiovascular diseases is a 
revival of Romberg’s book, for many years considered the 
leading European monograph on the subject. It is printed on 
good paper and illustrated by many charts, diagrams, roent- 
genograms, and electrocardiograms, all of excellent technical 
quality. The text is easily read, is well organized, and con- 
tains an ample bibliography. The initial chapter deals with 
general principles and the anatomy and physiology of the 
heart and is followed by a section on physical and laboratory 
diagnosis. There is a systematic and complete description of 
acquired and congenital heart diseases, including therapy, and 
there is a similar discussion of diseases of the peripheral 
vessels. A few confusing mistakes that need correction are: 
mounting and labelling in figure 127; misinterpretations of 
electiocardiograms in figure 91 b, page 122; inadequate 
legends to figures 135 and 136; and conflicting statements 


cardia. Procaine amide (Pronestyl) hydrochloride is not men- 
tioned in the recommended therapy of ventricular tachycardia 
with intravenous morphine. The author's viewpoints on spa 
therapy of heart disease and the use of leeches are also 
obsolete. In dealing with the pathogenesis of essential hyper- 
tension, the author gives preference to the concepts of Volhard 
and Julius Bauer. 

In general, however, the present author, one of Romberg’'s 
disciples, succeeded well in reviewing the vast literature, 
accumulated since 1925, and in correlating advances in clinical 
cardiology with the basic ideas of the traditional 
approach to clinical diagnosis and teaching. 


Fanconi and Waligren’s Textbook of Paediatrics. Edited by W. R. F. 
Collis, F.RLC.P.. Physician, National Children’s Hospital, 
Dublin. Translator and co-editor: E. Kawerau, MB. M.Sc. A.R.LC. 
[Originally published under tithe Lehrbuch der Padiatrie by Benno Schwabe 
& Co., Basel.] Cloth. $19.50. Pp. 1104, with 441 illustrations. Grune & 
Stratton, Inc., 381 Pourth Ave., New York 16, 1952. 


This is an English edition of the original German textbook, 
“Lehrbuch Der Pediatric.” The book contains contributions 
from 19 well-known European pediatricians who, as far as 
possible, confine themselves to their own particular specialties 
and express their own ideas. 

There are 33 chapters, including a chapter on tropical con- 
ditions in childhood and a synopsis of medical treatment. 
There is considerable revision of the German text, bringing 
up-to-date the section on antibiotics and including fresh 
material in many chapters. 

While the book is comprehensive and detailed, it is some- 
what deficient in discussion of the newer remedies, particularly 
the broad spectrum antibiotic drugs. In treatment of Hemoph- 
ilus influenzae meningitis, for example, only the sulfonamides 
and streptomycin are recom While most therapy 
seems similar to that practiced in the United States, measures 
such as mustard poultices in the treatment of bronchiolitis are 
obsolete. Another serious deficiency is the lack of adequate and 
up-to-date references. Despite these drawbacks, the book con- 
tains considerable valuable information and excellent black 
and white and colored photographs. The type, paper, and 
binding are excellent; however, except for the illustrations, 
the book scarcely measures up to American textbooks. 


Head of Ther ic Radiology, St Hospital, Paterson, N. J. Cloth. 
$7.50. Pp. 371, with 63 illustrations. Lea & Febiger, 600 S. Washington 
Sq., Philadelphia 6, 19° 


The title of this book is somewhat misleading in that there 
is minimal coverage of therapeutic aspects, the greater portion 
of the volume being devoted to the physical foundations of 
ionizing radiations. Concerning roentgen therapy, there is 
merely a cataloging of diseases amenable to treatment, with- 
out reference to technique of treatment planning or any of the 
other factors involved. It is also unfortunate that the author 
devotes a disproportionate amount of discussion to the ery- 
thema dose, since the tumor dose is the accepted unit of 
choice. There is little reason to expect that this volume will 
supersede or supplement standard works on roentgen therapy. 

Radium therapy is covered in one chapter, the material con- 
sisting of the usual distribution rules, charts, and tables neces- 
sary for dosage calculations. Since the subject has been covered 
in more detail in well-known standard works, the present 
contribution is not significant. The chapters on radioactive 
age oe are up-to-date and contain much useful information 

in condensed form. The presentation should prove useful as 
a general introduction for the interested student. 

There are no sound physical foundations for the theory of 
the nature of roentgen rays as promulgated in this work. This 
theory postulates that the rays are propagated similarly to 
sound waves and that the neutrinos of the atmosphere vibrate 
and ¢ the electromagnetic waves. Similar liberties taken 
with basie physical laws are found in isolated examples 
throughout the volume. There are, however, many useful 
charts and tables, compiled from many sources and covering 
the entire heme g of subjects. These may be used for reference 
by the student of radiation therapy. In addition, recent de- 
velopments, such as radiation from atomic fusion and fission, 
are adequately treated. 


By Harvey Fletcher, Ph.D. Bell 
Telephone laboratories series. [Based on “Speech and Hearing.” 1929.] 
Cloth. $9.75. Pp. 461, with 246 illustrations. D. Van Nostrand Company. 
Inc., 250 Fourth Ave.. New York 3; Toronto; Macmillan 
& Company, Lid., 10 St. Martin's St Leicester S$q., London, W.C.2, 1953. 


Physics of sound, as applied to speech and hearing, was 
advanced considerably by the publication of the first edition 
of “Speech and Hearing” in 1929. Written by a physicist who 
had devoted 15 years to research in the transmission of sound 
at the Bell Telephone Company laboratories, the book proved 
to be an authoritative source of information on acoustics and 
one on which much of the later research in communications 
was based. This new book of the same name, based on the 
author's earlier work, contains the most recent information 
on acoustics. The author discusses the physics of the speaking 
and hearing mechanisms of the human being. The funda- 
mentals of acoustics and methods of calculating articulation 
scores are also presented. A new method for the calculation 
of perception of speech and a method for computing per cent 
hearing loss are proposed. The book deals extensively with 
the mathematical approach to acoustical problems. Although 
the technical discussions can be understood by the physicist, 
engineer, or mathematician, the general practitioner, unless 
he is well versed in mathematics, may find the book difficult 
reading. On the other hand, physicians who are interested in 
hearing and speech will find the book extremely valuable. 


Die Ronservierung von Ahnochengewebe 


Pp. 322 with 147 illustrations. Springer-Verlag, Molkerbastei $, Vienna 1, 
1982. 

This attractive, well-written, and richly illustrated book 
reviews past experience on bone transplantation and con- 
tributes new data. The author believes that at present the best 
method for preservation of donor material is at -12 to -20 
C under liquid petrolatum. The bibliography is comprehensive, 
representative, and up-to-date, and there are author and subject 
indexes. The book is recommended to orthopedic surgeons and 
to all others concerned with problems of tissue transplanta- 
tion. 
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concerning the effect of digitalis on coronary flow on pages 
312 and 317. 
From the viewpoint of the American reader, certain con- 
cepts and general statements may appear unsatisfactory and 
obsolete. For example, no emphasis is given to the central 
role of disturbed electrolyte balance in the pathogenesis of 
congestive failure, and the low salt syndrome in the course 
of mercurial diuresis is not mentioned. The concept of col- 
lagen diseases is ignored, and the respective entities’ are dealt 
with mainly in the chapter on peripheral vascular diseases. 
No mention is made of the principal difference in the treat- 
ment of paroxysmal and chronic forms of auricular tachy- 
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The Control of Communicable Diseases. By Hugh Paul, M.D... D_PH., 
Medical Officer of Health, Smethwick County . Staffordshire, 
England. With foreword by G. Wilson, M_D., F.RLC_P., D.P_H., Direc- 
tor of Public Health Laboratory Service. Cloth. $$ - Pp. $26, with 
itustrations. Harvey & Blythe, Ltd., 212 Shaftesbury Ave., London, W.C.2. 
1982. 


This volume is designed, according to the author, for the 
needs of physicians, whose “importance in the realm of the 
control of communicable diseases can scarcely be exaggerated.” 
The author has selected the infections of major concern to 
British physicians and has attempted to present a critical ap- 
praisal of their epidemiology and control. Only minor attention 
has been given to infections not endemic in the British Isles. 
The volume is rich in historical data, which are so commonly 
omitted from books of this type. Special attention has been 
given to the collection of statistical information on the in- 
cidence of these diseases and to discussion of the administrative 
procedures currently required in Great Britain. It is thus a 
valuable compendium of information that is otherwise widely 
scattered. 

The critical student of epidemiology will, however, question 
certain parts of the volume. Without denying the public health 
importance of cancer, he may question discussion of it in a 
book on communicable diseases. The author makes sharp 
distinctions between scarlet fever and streptococcic sore throat 
and virtually neglects the significance of type differentiation in 
the epidemiology of streptococcic infections. Dust is emphasized 
in the spread of such infections, and little attention is given 
to the significance of direct contact with unrecognized am- 
bulatory cases. The author neglects the carrier as a source of 
food contamination in the spread of typhoid and emphasizes 
water contamination. One can hardly agree that “as a general 
rule in typhoid fever one should look for a carrier who has 
contaminated water, and in paratyphoid, for one who has 
contaminated food,” or that in milk-borne outbreaks the com- 
monest method of contamination “is probably the use of 
infected water for washing the milk utensils, or for cooling 
them.” The statement that the room that has been occupied 
by the typhoid patient “should be sprayed with either a car- 
bolic or hypochlorite disinfectant,” is surprising. If these 
statements are correct, the epidemiology of typhoid and the 
requisite control practices in England differ strikingly from 
those in the United States. The critical reader will find many 
other statements to which he may take exception. These many 
controversial aspects do not destroy the value of the book for 
the advanced student or the critical reader but limit its use- 
fulness as a text or as a general reference volume. 


Fourth edition. Cloth. $12.50. Pp. 652, with 219 illustrations. C. V. Mosby 
Company, 3207 Washington Bivd., St. Louis 3, 1952. 


Through successive editions, this book has grown from a 
small handbook designed for the medical undergraduate and 
the busy physician to a massive textbook. This is somewhat 
unfortunate, because there are many good textbooks on dis- 
eases of the heart but few concise manuals on the subject. Dr. 
Herrmann, who is an authority on cardiovascular disease, does 
a competent job, but his problem as to selection of materia! 
is evident. Such great strides are being made in this field that 
even such a large book can deal only briefly with many im- 
portant aspects of cardiovascular disease. Omission of the 
section on peripheral vascular disease and the section on 
military cardiovascular examinations would not in any way 
detract from the value of the book and would save con- 
siderable space that could be used for other important material 
on heart disease. For instance, the recent important advances 
in cardiac surgery should be described in detail, and a more 
complete discussion of the mechanism of heart failure would 
also be desirable. In general, the book represents a compre- 
hensive survey of present knowledge on cardiovascular diseases 
and is, therefore, a good reference book for the practicing 
physician. Many illustrations, charts, and figures accompany 
the clearly written text. 


Association, and Paul L. Wermer, M_D., Secretary, Committee on Re- 
search, American Medical Association. Cloth. $20. Pp. 1146, with 13 
illustrations. Paul B. Hoeber, Inc. (medical book department of Harper 

Brothers), 49 E. 33rd St., New York 16, 1953. 


Books on therapeutics have come to take two forms; either 
the small manual for quick reference and handy carrying or 
the large and comprehensive volume for more serious and 
protracted study. This book is a highly competent example 
of the latter type. It contains, in detail, both the background 
and the practical application of all ordinary, nonsurgical 
therapy. 

The book is introduced by a general chapter on the patient- 
physician relationship, written by the editors. This is a sur- 
pri ingly instructive consideration of a number of topics not 
ordinarily discussed together. Of particular interest are the 
sections on ethics and legal restrictions on drugs and other 
treatments and on clinical research and the evaluation of new 
drugs. The next four chapters consider general factors in the 
treatment of disease; namely, pharmacological principles, 
immunology, chemotherapeutic agents, and general principles 
in infections. The major portion of the book is a considera- 
tion of individual diseases, beginning with bacterial infections 
and ending with poisonings. Unlike most large books on 
therapy, this one includes interpolated chapters on relevant 
aspects of general problems such as pain mechanisms and the 
fundamental explanation of shock. Medical readers at every 
level may be assured of interesting reading and reliable 
answers to their therapeutic problems. 

The book is handsome, though heavy, and the text is su- 
perbly designed and printed. The double columns facilitate 
reading. Some readers will be bothered by the paucity of refer- 
ences, but, since the authors are authorities in their fields, this 
may be largely overlooked. The prevalent use of trade names 
of drugs may also be criticized. Altogether, the book is a 
modern classic, and all concerned in the extensive project are 
to be congratulated. 


The Essentials of Medical Diagnosis: A for Students and Prac- 
titioners. By Rt. Hon. Lord Horder, GC V.O., MD. PRC P., Extra 
Physician to H. M. the Queen, and A. E. Gow, M.D., F.R.C.P., Con- 
sulting Physician, St. Bartholomew's Hospital. Second edition revised with 
assistance of Ronald Bodley Scott, M.A... D.M., F.R.C.P.. Physician to 
H. M. Household. Cloth. $6. Pp. 462, with 50 iMustrations. (William Wood 
book), Williams & Wilkins Company, Mount Royal and Guilford Aves., 
Baltimore 2, 1953. 


The authors of this book need no introduction to members 
of the medical profession. The senior author is known not 
only for his medical ability but for his determination to pre- 
serve freedom in medical practice. It is not surprising then 
that these writers should prepare a book that wastes no words 
and yet is easily read and understood. It is offered as a manual 
for students and practitioners and certainly will be recom- 
mended by those who become familiar with it. As an office 
reminder or bedside companion, this book will carry the 
reader from one medical problem to another with a degree 
of interest normally reserved for less seriously written books. 


Bodily Physiology in Mental and Emotional Disorders. By Mark 1D. 
Altschule, M.D... Assistant Professor of Medicine, Harvard Medical 
School, Boston. Cloth. $5.75. Pp. 228 Grune & Stratton, Inc., 381 Fourth 
Ave., New York 16, 1953. 


This book is interesting because of the author's analysis of 
the data and ideas found in an already overwhelming litera- 
ture. Each bodily system is discussed separately and thorough- 
ly. There are 251 references on the subject of blood alone, 
with corresponding numbers in other chapters. The author 
maintains that the undisciplined manner in which the “jungle 
of mental disorder” has been explored in the past is the 
reason for the present confusion. Psychiatry, he believes, must 
get beyond its “exclusive preoccupation with superficially 
acceptable conclusions.” This book is well written, indexed, 
and documented. 
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Modern Treatment: A Guide for General Practice. By fifty-three authors 

Edited by Austin Smith, M_D., Editor of Journal of American Medical 
Diseases of the Heart and Arteries: Anatomical and Functional Dis- 
turbances of the Circulation, Treatment. By Georee R. Herrmann, MS 
MD... Ph.D... Professor of Medicine, University of Texas, Galveston 
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Clinical Neurology. By Frank A. Filiott, MB. ChB, FRCP. 
Assistant Physician to Charing Cross Hospital, London, Brodie Hughes, 
Ch.M., F.R.C.S., Professor of Neurosurgery, University of Birmingham, 
Birmingham, England, and J. W. Aldren Turner, V.A., D.M., F.RLC.P., 
Neurologist to Saint Bartholomew's Hospital, London. Edited by Frank 
A. Elliott. Cloth. $10. Pp. 751, with & plates. Paul B. Hoeber, Inc. (medical 
book department of Harper & Brothers), 49 EB. 33rd St.. New York 16, 
1953. 


This English textbook by two competent neurologists and 
a neurosurgeon is designed for postgraduate students of neu- 
rology. Since it is not intended for the beginning student or 
the senior practitioner, the book does not contain descriptions 
of rare disease and controversial methods of treatment. The 
neurosurgeon has written an excellent section on tumors and 
injuries. The style is admirable, the contents are informative 
and adequate, and the whole book is an excellent treatise 
compiled by authors of wide experience. There is a full, skill- 
fully arranged index, and the format of the book is particu- 
larly pleasing. There are references to the, most important 
literature through 1950. American readers may not be familiar 
with such terms as “Both or Bragg-Paul respirator,” but this 
is a minor point. The book in general is sound and might well 
find a place in the United States as a textbook for post- 
graduate study. 


A Short Practice of Surgery. By Hamilton Bailey, FRCS, PACS, 
F.LC.S., Senior Surgeon, St. Vincent's Clinic and Italian Hospital, London, 
and R. J. McNeill Love, M.S.. FRCS. PACS. Surgeon, Royal 
Northern, Mildmay Mission, and Metropolitan Hospitals, London. Ninth 
edition. Cloth. $12.50. Pp. 1254, with 1234 illustrations (pathological illus- 
trations by L. C. D. Hermitte, M.B., Ch.B., Pathologist, Royal Infirmary. 
Sheffield), Williams & Wilkins Company, 3 Royal and Guilford 
Aves., Baltimore 2; [H. K. Lewis & Co., Ltd, 196 Gower St, London, 
W.C.1], 1953. 


The first edition of this book was published more than 20 
years ago. Time alone does not account for its popularity; 
the way the book is written, the illustrations, and the subjects 
encompassed make this book welcome to many. It is crammed 
with a wealth of material and is presented so that everyone 
can understand it. The book is well illustrated with colored 
and black and white figures to a surprising degree for such 
a comparatively small volume. 


How to Prepare for Marriage. By John Douglas. VD.. and Elizabeth 
Hardy, R.N. Cloth. $2.50. Pp. 135, with illustrations. Pageant Press, 140 
W. 42nd St.. New York ™%4, 1982. 


Excellent premarital information and advice are contained 
in this small volume, but there is a general consideration of 
douching that may not find favor with all physicians. The 
discussion about “cleansing” douches should be qualified with 
the recommendation that before such procedures are instituted 
a physician should be consulted, as is mentioned in the intro- 
duction to the discussion of douches in treatment of disease. 
A chapter containing advice for men is especially well done, 
as is the one on solution of problems that are likely to develop 
after the honeymoon. There are concise but adequate chapters 
on the male and female genitalia. An epilogue suggests that 
readers who have problems not discussed in the book send 
them to the authors; again, consultation with a local physician 
should have been recommended 


Bedside Diagnosis. By Charices Seward, MD. FRCP. Honorary 
Physician, Royal Devon and Exeter Hospital, Exeter, Devonshire, England. 
With foreword by Sir Henry Cohen, M.D., F.RLC.P., Professor of Medi- 
cine, University of Liverpool, Liverpool, England. Second edition. Cloth. 
$3.50. Pp. 380, with illustrations. Williams & Wilkins Company, Mount 
Royal and Guilford Aves., Baltimore 2; E. & S. Livingstone, Ltd., 16 and 
17 Teviot Place, Edinburgh 1, 1952. 


This book, which was begun less than 10 years ago in India, 
richly deserves the foreword by England's renowned Sir Henry 
Cohen. It is brief but is sufficiently detailed so as to make 
the passages clear to the readers; it is written simply and yet 
not insultingly so. This is the type of book that the student 
will welcome and the physician will use through the years of 
practice. Unfortunately, there are no pictures, as are often 
found in other manuals of this type, but this does not detract 
from the value of the book. The author might well consider 
illustration of a future edition. 


Practical Blood Grouping Methods: A vfanual of 

. number 122, American Lecture 

Series, division of American Lectures in 

yg Edited by Russell L. Haden, M.D. Cloth. $5. Pp. 175. Charles 

C Thomas, Publisher, 901-327 EB. Lawrence Ave., Springfield, I; Black- 

well Scientific Publications, Ltd., 49 Broad St., Oxford, England, Ryerson 
Press, 299 Queen St., W., Toronto 28, 1952. 


According to the paper cover of this volume, the book 
contains “the latest information on all aspects of immuno- 
hematology.” Anyone familiar with the latest developments 
in blood grouping knows that it is hardly possible to cover 
all aspects of the subject in 150 small pages. As a result, the 
treatment is superficial and hardly more detailed than that 
found in some of the better texts on clinical pathology. The 
book has very few tables and no figures. The author's handling 
of some subjects is far from authoritative. The presentation 
is not profound, as shown by the description of the anti- 
globulin test, the very brief chapter on recent advances, and 
the inadequate discussion of Rh nomenclature. The book is 
not recommended for those who wish detailed information on 
the subject. 


Advances and Medical Physics. Volume U1. Edited by 
John H. Lawrence and C. A. Tobias. Cloth. $8. Pp. 368. Academic Press, 
Inc., 125 EB. 23rd St., New York 10, 1953. 


This volume contains seven chapters, two of which deal 
with radioactive isotopes, two with molecular biophysics, one 
with ultrasound, and two with new developments in mi- 
croscopy. It is lucidly written, liberally illustrated, and is 
provided with subject and author indexes and a bibliography. 
The book cites so many examples of the magnificent: 
achievements of modern physics that it is almost discouraging 
to a medical reader. Baffled daily by unsolved problems like 
bursitis and lymphedema, one wonders at the apparent case 
with which the physicist develops scanning X-ray microscopes 
or obtains color-translated ultraviolet photomicrographs. The 
physicist has a rich store of well-demonstrated facts compared 
with the conflicting data of physiology, and his results seem 
more permanent than the physician's temporary victories over 
disease. This book is, however, an inspiring presentation of 
the research that is being done for eventual use in the relief 
of suffering. 


Women Are My Problem: The Autobiography of an Obstetrician ant 
Gynecologist. By J. L. Bubis, Consultant in Obstetrics ant 
Gynecology, Mt. Sinai Hospital, Cleveland. Cloth. $3. Pp. 22). wth illus 
trations. Comet Press Books, 11 West 42nd St., New York ™%4, 195}. 


The first part of this book is devoted to the life history of 
the author's family. It is human, interesting, and a tribute 
to the author's parents, who prepared him for his future and 
gave him his ideals. The latter part of the book deals chiefly 
with Bubis’ hard struggle to have obstetricians and gynecolo- 
gists accept his ideas about immediate postpartum repair of 
lacerations. R. S. Kline and Bubis coined the term puerperal 
gynecology for this type of surgery, which the medical pro- 
fession has been slow to accept. Bubis wrote a book on the 
subject, and only about half of the first edition of a thousand 
copies was sold; however, he has the satisfaction of having a 
recent chairman of the Section of Obstetrics and Gynecology 
of the American Medical Association devote his address to 
puerperal gynecology. The book is ably written with sincerity 
and in places with pugnacity. Since it is for the laity, most 
of the case reports could have been omitted. 


Symptoms and Signs in Clinical Medicine: An Introduction to Medical 
Diagnosis. By F. Noble Chamberlain, M.D... MSc. FRCP. Senior 
Physician, Royal Southern Hospital, Liverpool. Fifth edition. Cloth. $8. Pp. 
480, with 354 illustrations. Williams & Wilkins Company, Mount Royal 
and Guilford Aves., Baltumore 2; John Wright & Sons, Ltd, 42-44, Tri- 
angle West, Bristol 8, England, 192. 


This excellent book, which is intended to be an introduction 
to medical diagnosis, was first published in 1936. Its success 
is evident from the fact that a fifth edition was issued in 1952. 
Simply written and excellently illustrated, it provides in com- 
pact form a wealth of material for the student and practi- 
tioner. It is the sort of book the physician likes to have readily 
available by his desk and at his bedside. 
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QUERIES AND MINOR NOTES 


SAFETY OF MILK PRODUCTS IN EUROPE 

To THe Fprror:—Many persons who are going to Europe for 
vacations have asked about the safety of eating milk products 
in the European countries. While it is possible to ask whether 
the milk has been pasteurized, it is not always possible to 
determine whether pasteurized milk has been used in ice 
cream and the various cheeses. Is the ice cream available in 
Europe made of pasteurized milk? Is there any hazard in 
eating cheese made of raw milk? M.D., Texas. 


Answer.—In this country, ice cream is prepared by the 
mixing together of the various ingredients, after which the 
mixture is pasteurized and homogenized. Information is not 
available as to whether the ice cream mixture in all foreign 
countries is subjected to pasteurization. In England, it is given 
essentially the same treatment as it is in this country. Unless 
it is definitely known that the ice cream mix is pasteurized and 
subsequently processed in a sanitary manner, it would probably 
be well to forego eating it while in Europe. Cheese may be 
made from cither pasteurized or raw milk. If made from raw 
milk, the United States Food and Drug Administration stipu- 
lates a minimum aging period under conditions of controlled 
humidity and temperature. This is usually at least 60 days. 
Unless cheese is known to have been made from pasteurized 
milk or to have been properly aged, it would be unwise to 
use it. 


MICROCEPHALY AND HEREDITY 

To THe Eprror:—A patient's brother-in-law has been married 
twice and with each wife has had a son and a daughter. Both 
girls were microcephalic. Their physician states that this is 
an hereditary affair and that under no circumstances should 
any males of this family have children. Although my patient's 
husband, one of the brothers, has fathered three boys and 
one girl, all normal, she is concerned that her male children 
may transmit the microcephalic characteristic. 

William R. Galeota, M.D., Kerkonkson, N.Y. 


This inquiry was referred to two consultants, whose respec- 
tive replies follow.—Eb. 


Answer.—There scems to be a misconception of the type 
of heredity involved. Were the characteristic of microcephaly 
sex-linked, it would usually be expressed in males and trans- 
mitted by females, just the reverse of the situation described 
above. The extensive literature indicates that microcephaly de- 
pends, for its expression, on the presence of the double dose of 
a recessive gene, not sex-linked. While the frequency of true 
microcephaly is only about one in $0,000 births, persons carry- 
ing the single dose of the concealed recessive gene are relatively 
numerous, almost one in every 100 persons. It is a remarkable, 
though entirely possible, coincidence that both wives of the pa- 
tient’s brother-in-law carried this particular recessive character- 
istic. 

There is no reason why the normal members of this family 
should not have children. It has been shown that every person 
carries one or more deleterious recessives in the concealed con- 
dition and is, therefore, in as dangerous a position as the 
members of the above-mentioned family. 


ANSWER.—Microcephaly is relatively infrequent. Few studies 
of significant scope, dealing with the familial frequency of this 
condition, are on record. As a result, littl is known regarding 


The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically so stated in the reply Anonymous communications and queries 
on postal cards cannot be answered. Every letter must contain the writer's 
name and address, but these will be omitted on request. 


its mode of hereditary transmission. There is evidence to indi- 
cate that microcephaly is due to a single recessive gene, but 
evidence that it is a sex-linked condition is insufficient. The 
chance that any physical abnormality will recur in a family de- 
pends on a number of factors. These include the frequency of 
the condition in the population, the extent to which persons in 
a family, who do not exhibit the trait, may be carriers of the 
gene for the trait, the closeness of the relationship between the 
member of the family having the condition and other members 
of the family, and whether a member of the family in which the 
trait has appeared is a carrier and happens to marry another 
carrier. 

In view of our lack of knowledge regarding the above factors 
in the general population and in the family in question, no 
definite statement can be made with respect to the chance that 
microcephaly will reappear in the family in question. On the 
basis of present knowledge, there would seem to be very little 
chance that the patient's sons or daughter would be likely to 
have a child exhibiting microcephaly. 


HYPOTHYROIDISM 

To THe Eprror:—/ am treating a patient, aged 24, for a mild 
degree of hypothyroidism. She is comfortable when receiving 
2 to 3 grains (0.13 to 0.19 em.) of thyroid daily. She asks 
whether she will ever be able to stop thyroid medication, 
without which her basal metabolic rate is persistently about 
-20°% . Her protein bound iodine level is 2 mcg. per 100 cc., 
and her blood cholesterol level is over 300 mg. per 100 cc. 
She does not have the appearance of a patient with classical 
myxedema, however, when she is without thyroid medication 
she is less alert, fatigues easily, and has a feeling of not 
being well. Placebo substitution for the thyroid extract does 
not control her symptoms. Can she expect spontaneous re- 
mission after a given period of treatment’ Does the situation 
parallel that in spontaneous remission in other endocri- 
nopathies, such as diabetes mellitus’? Does prolonged ad- 
ministration of thyroid suppress any function of the pituitary 
in such a patient? M.D., New Jersey. 


This inquiry was referred to two consultants, whose re- 
spective replies follow.—Ep. 


ANSWER.—A spontaneous remission of some degree in this 
patient is possible, not in relation to the length of treatment 
but to the menopause, when there is sometimes an increase in 
thyroid activity; however, this is the exception rather than the 
rule. Spontaneous remission in classical myxedema is rare. The 
situation does parallel that relating to spontaneous remission in 
other endocrinopathies. Administration of thyroid suppresses 
the secretion of thyrotropic hormone by the anterior pituitary 
gland, but, after cessation of even prolonged administration, 
the anterior pituitary gradually escapes from the inhibition. 


Answer.—The criteria for the diagnosis of hypothyroidism 
in this patient are largely subjective. The only objective findings 
are slight depression of the basal metabolic rate to a level of 
-20% and an increase in the serum cholesterol level to 300 mg. 
per 100 cc. It is probable that hypothyroidism, if present, is 
secondary to hypopituitarism, and a careful search should be 
made for other evidence of pituitary insufficiency. If hypo- 
pituitarism is present, the correction of the hypothyroidism is 
only one phase of the treatment and will only partially correct 
the patient's disturbance. Hypothyroidism rarely disappears 
spontaneously, regardless of whether it is primary or secondary 
in type. Prolonged administration of desiccated thyroid may 
cause some suppression of pituitary function if it is given in 
excess. When given in quantities sufficient to correct hypo- 
thyroidism, it does not suppress pituitary function. 
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PURPURA SIMPLEX 

To tHe Eprror:—What is the cause of a t to bruise 
readily, in the absence of overt disease? This is especially 
noticeable in the proximal extremities and worse when the 
muscles are held tensely. 


Edward Dengrove, M.D., Asbury Park, N. J. 


ANSWER.—Purpura simplex is the term applied frequently to 
the disease complex to which the symptom described in the 
query belongs. It includes single or multiple mild attacks of 
purpura without a clear cause, although allergic and/or hormonal 
factors are vaguely blamed. One condition belonging to the syn- 
drome is referred to as simple, easy bruising. It affects women 
primarily, beginning sometimes in early childhood and persist- 
ing throughout life. The skin of these patients is usually fair, 
thin, and sensitive to solar and chemical irritants. The lesions 
are located primarily on the arms and legs. Vulnerability of 
capillary endothelium to physical or chemical trauma is prob- 
ably a responsible factor. Pituitary and thyroid dysfunction are 
also suspected. There is a tendency to menstrual disorders and 
to a low basal metabolic rate. Laboratory tests applicable to the 
study of hemorrhagic disorders are usually normal. Improve- 
ment has been reported following administration of thyroid. 

The fact that “holding muscles tensely” aggravates the bruis- 
ing tendency places this patient's condition in a group of condi- 
tions known as mechanical purpura. This is seen in otherwise 
normal persons in an area of the body subjected to a sudden 
increase in venous pressure. The hemorrhage is due to mechani- 
cal rupture of the capillaries. Here, also, the laboratory tests 
are normal. A third condition in which hemorrhages occur in 
the extremities, primarily in women, frequently appearing for 
the first time at menopause, has been described as hereditary 
familial purpura simplex. In this condition, the test for capillary 
fragility may give positive results. A hereditary weakness of 
capillaries is held responsible. There is no specific therapy avail- 
able for these conditions, except for the previously mentioned 
use of thyroid in purpura simplex. If operation is necessary, the 
bruising tendency is not a contraindication as a possible cause 
of hemorrhage, because these patients have no abnormal bleed- 
ing tendency. It is important to recognize the true nature of the 
condition and not to confuse it with other more serious types of 
purpura. It is most important to exclude thrombocytopenic 
purpura. A platelet count will help to establish the diagnosis. 


DRUG THERAPY OF PEPTIC ULCER 

To tHe Evrror:—Jn treatment of a duodenal ulcer is there any 
contraindication to the use of both methantheline (Banthine) 
and adiphenine (Trasentine) with phenobarbital? A patient 
has had a duodenal ulcer for a year, with little if any 
roentgenographic change. He has had no ulcer discomfort 
since he has been taking methantheline, but the ulcer fails 
to heal. Could this be due to the fact that he has also been 
receiving adiphenine with phenobarbital because of pyloro- 
spasm? Are the two drugs in any way antagonistic to each 
other? M.D., California 


Answer.—There is no contraindication to the combined use 
of methantheline and adiphenine with phenobarbital. Methan- 
theline, atropine, and phenobarbital are commonly used in 
the treatment of peptic ulcer. Lack of healing is most likely 
due to the fact that sufficiently large doses of these drugs are 
not used and ulcer management of the rigid type has not been 
carried out. The average peptic ulcer of the duodenum should 
heal within two to four months, unless a patient has the com- 
plications of ulcer or the ulcer has an arteriosclerotic base and 
is large enough to prevent healing. If the ulcer does not heal 
within two to four months with rigid management and the 
patient shows the crater on repeated roentgenologic examina- 
tion, he should be treated surgically rather than continued on 
conservative medical management. When a patient has a 
deformity of the duodenal bulb, it does not necessarily indicate 
that there is activity in the ulcer bed. A spasm may be relieved 
when the ulcer is healed, but the superficial scarring and 
irregularity of the bulb may persist long after the ulcer is 
healed. Only by compression techniques can it be determined 
whether one is dealing with an active peptic ulcer. 
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CONVULSION IN INFANT FOLLOW- 

ING INJECTION OF VACCINE 

To THe Eptror:—Ahout 16 hours after an &8-month-old infant 
received his fourth monthly 0.5 cc. injection of combined 
diphtheria-tetanus toxoids (alum-precipitated) and pertussis 
vaccine, he suddenly had a convulsion, with jerky quick 
movements of all four extremities repeated rapidly fer two 
to three minutes. The child then became limp, pale, and 
unresponsive and was in a state of collapse. His eves did not 
react to light, and at times his eyeballs wandered meaning- 
lessly. His respirations were slow and shallow and his lips 
slightly cyanotic. 1 administered O01 cc. of aqueous epi- 
nephrine in 1:1,000 dilution intramuscularly and 0.1 cc. of 
a solution containing 0.25 em. of aminophylline per cubic 
centimeter. The child responded to the second injection with 
a cry. 1 inserted a rectal suppository containing 75 me. of 
aminophylline. The child became progressively more re- 
sponsive and, though irritable, took an 8 oz. (240 cc.) bottle 
of milk containing | teaspoonful of chloroprophenpyridamine 
(Chlor-trimeton) maleate syrup. Three hours after the first 
seizure, he had severe shaking of all four extremities lasting 
15 seconds, apparently precipitated by a sudden noise. Be- 
cause of continued agitation, 1 gave 0.06 em. of péntobarbital 
sodium intramuscularly, followed by 15 mg. of phenobarbital 
orally by dropper every 3 hours for the next 12 hours. The 
next day the child took only liquid joods and was sleepy but 
looked normal. All medication was stopped. Apparently there 
are no localizing neurological siens. Three days later the 
child was eating well and was normally active. | intend to 
vaccinate this child for smallpox at 11 months of age. Is 
there any danger in this procedure? 

Joseph P. Miranti, M.D., Toledo, Ul. 


Answer.—Reactions such as that described have been at- 
tributed to pertussis vaccine. Instances have been reported 
(Byers, R.. and Moll, F.: Pediatrics 1:437, 1948) in which 
encephalitis developed, and in some cases death ensued. In a 
review of the subject, Toomey (J. A. M. A. 139:448 [Feb. 12] 
1949) found that sometimes there was a history of mental 
deficiency in a relative of the patient. The foregoing comments 
explain the diagnosis in your case. The treatment administered 
was proper and proved satisfactory. If booster doses are to be 
given, it is advisable to withhold them until the child is at least 
two years old. It may be wise not to administer any additional 
doses of pertussis vaccine. If a booster of any antigen is in- 
jected, it should be given in divided doses, beginning with 0.1 
cc. Unless there is an instance of known exposure to smallpox 
or smallpox is existent in the community or the family proposes 
to go on an extended journey, it would be preferable to post- 
pone vaccination until shortly before the child enters kinder- 
garten or school. Before giving a booster dose it may be 
prudent to do a Maloney test for toxoid sensitivity (inject intra- 
dermally 1/10 cc. of 1:20 dilution of the toxoid, and read the 
result at the end of 48 hours. A neurological follow-up exami- 
nation would be a proper procedure; however, it does not seem 
likely that any permanent damage has been caused by the im- 
munizing agents thus far administered. 


RINGWORM OF SCALP 

To tHe Evrror:—An x-ray epilation of the scalp for ringworm 
was done and a poor result obtained. How long a period of 
time should be allowed to elapse before this is repeated with 
a larger dosage? M.D., New Jersey. 


Answer.—One should wait for at least six months to be cer- 
tain that the first epilating procedure did not produce any areas 
of permanent alopecia. Then, too, it is well not to rely on x-ray 
epilation alone to effect a cure. It should be supplemented by 
manual epilation of hairs under the Wood's light and the use 
of topical applications. The whole procedure of x-ray epilation 
is an exact one, with a precise dosage, and should be administered 
by one experienced not only in the technique but also in the 
mycological and clinical characteristics of the disease. 
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FIBERGLAS 

To tHe Eptrror:—A woman, aged 41, started to work with 
Fiberglas in February, 1951, and in June an eruption of the 
fingers, hands, forearms, and wrists developed, which subse- 
quently became generalized. She was hospitalized for six 
weeks. Two weeks after discharge from the hospital and 
away from her work, she was hospitalized again for an 
exacerbation of the eruption, which again improved. Patch 
tests with Fiberelas eave a severe positive reaction. Positive 
results also were obtained with other materials in a new job 
assiened to her. Since the onset of the eruption she has 
worked only three days, this being done away from the de- 
partment where she worked originally. On the third day she 
again had an exacerbation of the eruption and had to stop 
work. Because of persistent vomiting, she was seen by an 
internist, whose impression was “acute anxiety reaction sec- 
ondary to her dermatitis.” In May, 1952, she was examined 
by a dermatologist for the Industrial Accident Commission, 
who gave the following opinion: “The present disability in 
my opinion is Dermatophytosis of the feet and toenails with 
an Ide sensitization eruption of the hands, forearms and 
lower legs. This condition may be aggravated by exposure 
to various types of materials used in applicant's work. This 
is not d case of Neurodermatitis per se but a state of allergic 
hypersensitivity, possibly induced by allergy to occupational 
materials.” The patient has been treated by two competent 
dermatologists, who agree that her condition is primarily a 
contact occupational dermatitis but that now psychogenic 
factors are at play. Her therapy has consisted of x-rays, 
treatments and administration of cortisone, calcium, and 
antihistamines as well as locally applied medicaments. My 
problem is to determine compensability of the claim and to 
clear up the condition if possible. 


S. Howard Zoll, M.D., Long Beach, Calif. 


ANSWER.—Fiberglas as such is as inert chemically as any 
other glass. A patch test, if suitably applied, would not be ex- 
pected to give a positive result. There is one exception. For 
special purposes some Fiberglas is lubricated or otherwise 
coated or bonded with substances such as phenol-formalde- 
hyde synthetic resins. Such ancillary treatments might be the 
source of positive responses. For precise diagnosis, it might 
be desirable to cleanse fully the fiber material and reapply the 
patch tests. A negative response should lead to exploration for 
coatings or other ancillary materials, and further tests should 
be applied using those materials in suitable dilution. Sensitiza- 
tion to phenol-formaldehyde on an allergic basis could account 
for the widespread distribution. Fiberglas may cause local- 
ized dermatitis on a mechanical basis. The condition simulates 
the well-known mechanical dermatitis of barbers from human 
hair spicules or its equivalent among brush makers from nat- 
ural or synthetic fibers. This damage chiefly is limited to spe- 
cific finger areas. Minute burrowing cysts may be formed. 
Secondary pyogenic or fungal invasion may arise. Any general 
distribution or systemic involvement apart from psychogenic 
influences is unknown. 


A NEBULIZED SPRAY 

To tHe Eprror:—What are the therapeutic values of a 
nebulized spray containing 2% camphor, 2% menthol, and 
enough liquid petrolatum to make 100%? It has been used 
as a nasopharyngeal spray in a machine that produces about 
4 lb. (18 kg.) of pressure. The spray is applied while the 
patient inhales, an average of four inhalations being taken 
per treatment. The atomizer is a DeVilbiss 180, which may 
determine the particle size. Will the nebulized particles reach 
the alveoli and bronchioles under the above conditions? 


M.D., Ohio. 


ANSWER.—A nebulized spray containing the ingredients listed 
is of doubtful therapeutic value. Liquid petrolatum preparations 
have been implicated in the production of lipid pneumonia. 
Nebulization may cause acute edema, desquamative alveolitis, 
and focal lipid pneumonia. 


J.A.M.A., July 25, 1953 


To tHe Eprror:—Has paresthesia on the left side of the body 
been reported after use of antibiotics, secobarbital (Seconal), 
and/or cortisone for virus infection? The heart and arteries 
of the patient in question appear normal for his age. Results 
of neurological examination are otherwise normal. Roent- 
genograms of the head and body are normal, the blood 
pressure is 130/70, and the utine and blood are normal. The 
lymph nodes appear normal and the prostate is not enlarged. 
What treatment should be given? M.D.. Mexico. 


Answer.—Peripheral neuritis has been observed following 
prolonged treatment with so-called broad spectrum antibiotics 
and has been attributed, without proof, to vitamin deficiencies. 
Paresthesias of the hands, tongue, and circumoral areas have 
been observed with streptomycin administration but have been 
especially prominent, even during the carly course of therapy, 
with polymyxin. Toxic encephalopathy has been reported fol- 
lowing use of streptomycin, and toxic psychoses have been 
noted with use of the sulfonamides and, rarely, penicillin or 
other antimicrobial agents. Paresthesias, marked numbness, and 
tingling have been described as one of the fairly common mani- 
festations of chronic poisoning with the barbiturates. Transient 
paresthesias have also been observed to appear during the ad- 
ministration of large doses of cortisone. Thus, all three of the 
agents given to this patient may have been responsible for the 
symptoms described. The description of this patient suggests 
the presence of polynecuritis, but the strict limitation of the 
condition to one side of the body, with complete involvement 
of that side, raises considerable doubt as to the possibility of 
polyneuritis. Although it is stated that the patient's blood 
pressure and vessels were normal, his age is not given. It is 
possible that the unilateral subjective symptoms might have 
resulted from a concurrent but causally unrelated cerebral 
occlusion, due cither to unrecognized vascular disease or to 
spontaneous cerebral vein thrombosis. It is well known that in 
persons with mild viral infections spontaneous thrombosis of 
cerebral veins may develop, which may vary in extent from a 
single vessel to diffuse closure. There is no treatment for this 
condition; if mild, it usually resolves itself without sequelae 


in two weeks or less; if severe, permanent neurological sequelac 
may result. 


PHOTOENGRAVING FINISHER 
To tHe Eprror:—What are the health hazards for a man 
whose life-long career is that of photoengraving finisher for 
magazines and newspapers? 
Robert C. Steinman, M.D., Stelton, N. J. 


ANSWER.—No two shops are certain to carry out identical 
work operations. Likewise, in no two shops is the work of the 
finisher the same. In theory, the finisher’s work is largely 
mechanical, employing burrs on the mounted etching to climi- 
nate imperfections. In practice, the finisher may duplicate all 
steps of the engraver back to the point of the first work on 
metal plates. This being true, the potential exposures of the 
finisher are the same as those for the engraver. Some of these 
exposures are as follows: Chromium salts, chiefly ammonium 
bichromate, provide a threat of dermatitis and the remote 
possibility of lung cancer. Even more remote is the possibility 
of damage from ultraviolet rays and ozone from powerful 
carbon arc lamps. Ammonium hydroxide is always used. 
Powdered natural resins could cause sensitization leading to 
asthma or dermatitis. Varnish coatings may be applied to pro- 
tect the underside of the plate; varnish constituents are sub- 
stantially harmless, but the possibility of dermatitis exists. 
Concentrated nitric acid is the etching agent, its use involves 
some risks. In many shops benzene is still in use and, when 
used without protection, introduces the hazard of systemic 
benzene poisoning. The work of burring involves the risk of 
eye injuries, but only on a mechanical basis. Lastly, the black 
and colored printing inks could prove harmful, since the 
finisher always makes proofs to test the acceptability of his 
finished plates. 
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PERSISTENT URTICARIA 

To tHe Eptror:—Nine weeks ago, a patient was hospitalized 
with giant urticaria and angioneurotic edema due to 
camphorated opium tincture (paregoric). The acute stage 
subsided in six days with antihistamines and epinephrine. 
Two attempts to eliminate the antihistamines have caused a 
moderately acute flare-up. Scratch tests, declared negative, 
some of which showed a delayed skin reaction, were fol- 
lowed by another moderately acute attack. Is it advisable to 
continue with scratch or intradermal tests while the hives 
are present? Present treatment consists of administration of 
antihistamines, ephedrine, and calcium gluconate. Is any 
additional treatment indicated? Is such a prolonged attack 
unusual? Three previous attacks occurred, the first 12 years 
ago from unknown cause, the second four vears ago caused 
by penicillin, and the third two years ago attributed to post- 
operative opiate therapy. 

M.D., Massachusetts. 


Answer.—Products of opium will produce whealing on the 
skin in all persons whether they have allergy or not. Thus, 
while dermatoses and other allergy can occur from such drugs, 
the diagnosis must be made by means other than skin testing. 
Urticaria due to such drugs is almost always of short duration, 
and it is not likely that the persistence of the urticaria in th: 
case described is due to the initial camphorated opium tincture 
reaction. On the other hand, persistent urticaria and angio- 
neurotic edema from penicillin and less definite causes are 
common. While it is unlikely that the scratch tests were re- 
sponsible for an acute flare-up, the further use of skin tests is 
likely to be of little value, since patients with urticaria and 
angioncurotic edema scldom show positive skin reaction to 
foods, even in cases in which the causative food allergen is 
definitely known. In order of importance, the following possible 
causes should be considered: (1) continued use of drugs, such 
as acetylsalicylic acid, acetophenetidine, penicillin and other 
antibiotics, sulfonamides, phenolphthalein, and barbiturates; 
(2) foci of infection, such as apical tooth abscess or infecte.! 
tonsils or gallbladder; (3) intestinal and other parasites; (4) 
thermal hypersensitivity; and (5) emotional and other nervous 
factors. In addition to the symptomatic remedies already used, 
corticotropin or cortisone should be considered if the condition 
is disabling. Nonspecific therapy, such as use of typhoid vaccine 
or other protein therapy, or small dose histamine therapy may 
be advisable. 


SICKLE CELL ANEMIA IN PREGNANCY 

To THe Evrror:—A 2/-vear-old Negro girl who has had sickle 
cell anemia for 10 years, with numerous arthralgic episodes 
and one attack apparently of mild subarachnoid hemorrhage, 
is now five months pregnant. While the arthralgia attacks 
have not been noted since conception, the hemoglobin level 
remains about 50% (7.7 em. per 100 cc.), despite intensive 
iron therapy. What complications of pregnancy or delivery 
would be expected? Since the patient has a moderately con- 
tracted outlet, cesarean section may be necessary. What are 
the dangers of surgery in this patient? 

M.D., Delaware. 


Answer.—Sickle cell anemia is a serious complication in 
pregnancy, increasing the maternal and fetal hazard appreci- 
ably. The severe anemia may result in cardiomegaly and con- 
gestive heart failure. The patient should be under constant 
medical supervision. This anemia is not influenced materially 
by iron therapy, but additional iron may be desirable during 
pregnancy. The patient should be prepared for labor by bring- 
ing the hemoglobin level near normal by multiple transfusions. 
Delivery through the birth canal can be accomplished without 
increased risk, and cesarean section should be reserved for 
patients who have an indication for abdominal delivery. Re- 
gional anesthesia is desirable, and inhalation anesthesia should 
provide as high a concentration as possible of oxygen. 
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MICROGNATHIA 


To tHe Evttor:—A newborn child has a receded lower jaw. 
What is the cause, prognosis, and treatment of this condition? 


M.D., Rhode Island. 


Answer.—This is a relatively rare congenital deformity con- 
sisting of an abnormally small mandible. It has been terme! 
micrognathia or hypoplasia of the mandible. The mandibular 
ridge fails to contact the maxillary ridge, and, when the hypo- 
plasia is marked, the tongue may be placed posteriorly, causin2z 
difficulty in breathing. When this latter difficulty arises, the 
infant may be placed on its face, or the tongue may be anchored 
in the anterior portion of the mouth in an attempt to make 
breathing easier. In severe cases a special type of splint may be 
necessary to pull the entire mandible forward. Permanent cor- 
rective procedures are best delayed until the craniofacial de- 
velopment is fairly well advanced (4 to 6 years of age). Among 
the operations that have been employed are the following ones: 
(1) addition of cartilage to build up the chin and a lower denture 
to fit in front of the natural teeth; (2) resection of the condyles 
and forward advancement of the mandible; and (3) lengthening 
the body of the mandible by horizontal sectioning (not usually 
recommended). When there is an associated cleft palate, its 
early closure is recommended. Since the jaws grow in three 
dimensions, there is a chance that if the deformity is not too 
severe it may improve considerably. Prognosis in any given case 
is difficult to determine. 


HERPES ZOSTER AND TRAUMA 

To tHe Eprror:—A 66-vear-old laborer was referred to this 
office as an industrial patient with inflammation of the right 
eve allegedly caused by foreign material. | found that he 
had bullae of the right frontal region, with swelling of the 
lids of the right eve, and I diagnosed his case as herpes 
zoster. The herpetic condition became severe but eventually 
cleared, leaving a pinkish mark on the right side of the fore- 
head. The man was treated as a private patient. Since he was 
sent to me as an industrial patient, he felt that an injustice 
was done and obtained afhdavits from fellow workers to the 
efiect that, while drilling holes in rocks for blasting, com- 
pressed air threw “aggregate” into his face. The affidavits 
reached the hands of the superintendent. 1 told him that in 
my experience herpes zoster of the face, such as this man 
had, would not be of traumatic origin but that 1 would seek 
further information. 


Ralph W. Carr, M.D., Ketchikan, Alaska. 


ANSWer.—Herpes zoster after trauma has been known to 
occur in cases in which the injury was severe enough to irritate 
the sensory root ganglion; however, Klauder (J. A. M. A. 
134:245 [May 17] 1947) has reported occurrence of herpes 
zoster after even light trauma, such as mild “bumps,” super- 
ficial skin lacerations, and electrodesiccation of warts. 


RENAL CIRCULATION DURING PERIODS OF REST 
To rae Eptrrorn:—Jn mild renal insufficiency, why do the kid- 
neys function better when the patient is at rest or in a re- 
cumbent position? 
E. L. Carenee, M.D., Champaign, Ill. 


Answer.—The renal blood flow is reduced, even in normal 
persons, during exercise and in upright posture. Glomerular fil- 
tration and tubular functions are less easily influenced, but 
they, too, will be affected by moderate to severe exercise. 
Furthermore, there is a diurnal rhythm in water and electro- 
lyte excretion, with maximal function in the hours between 
6 a. m. and noon and minimal function between midnight and 
6 a. m. This rhythm is related to the sleeping and waking 
states during those hours. The glomerular filtration rate, while 
less involved, also tends to parallel the diurnal rhythm. In a 
patient with renal insufficiency, there would, therefore, be a 
favorable influence on renal blood flow and glomerular filtra- 
tion rate during rest and in the recumbent position, especially 
since the redistribution of blood, even apart from an increase 
in cardiac output, is likely to benefit the renal circulation. 


MALLORY-WEISS SYNDROME 
To tHe Eprrorn:—What is the Mallory-Weiss syndrome as a 
cause or type of gastrointestinal bleeding? 
William B. DeMond, M.D., Denver. 


Answer.—Like any provincial eponym, “Mallory-Weiss syn- 
drome” should not be used without a reference or definition. 
It is a term well known in New England but apparently not 
elsewhere. In 1929, G. K. Mallory and Soma Weiss described 
15 patients who, after long alcoholic debauches, had massive 
gastric age. Four died, and autopsy revealed slit-like 
mucosal lacerations and acute ulcerations of both esophagus and 
stomach close to their junction. It was clear that these acute 
lesions had been responsible for the fatal hemorrhages. It was 
postulated that local trauma and acid reflux secondary to pro- 
longed vomiting had been responsible. In a second communi- 
cation three years later (J. A. M. A. 98:1353-1355 [April 16] 
1932), six more cases were reported, and autopsy study in two 
that ended fatally confirmed the original conclusions. By com- 
mon usage, Mallory-Weiss syndrome is understood to include 
hematemesis that may follow prolonged vomiting and consequent 
pericardial trauma in conditions other than acute alcoholism, 
such as acute food poisoning, uremia, and pernicious vomiting 
of pregnancy. 


TORTICOLLIS DUE TO CERVICAL LYMPHADENITIS 
To tHe Eorror:—/ have seen many patients with unilateral 
torticollis secondary to acute sinusitis. The cervical nodes are 
enlarged and tender, and the sternocleidomastoid muscle, 
in spasm over the nodes, reveals tenderness, especially over 
its upper portion. Some patients turn their head to the affected 
side and others away from it. Can you explain this? 
M.D., Oregon. 


ANswer.—Torticollis due to painful cervical nodes is not a 
frequent complication of acute sinusitis. Usually the head is 
inclined to the affected side. When it is turned toward the 
healthy side, this may be explained as a compensatory effort 
of the opposing muscles to put the affected muscle at rest. This 
phenomenon has been observed in poliomyelitis, when the 
healthy opposing group of muscles contract to relieve the spasm 
of the affected group. This often leads to confusion as to which 
group is affected; however, the spasm of the unaffected group 
soon subsides. In the neck, torticollis due to spasm of a muscle 
overlying the affected glands will always occur on the same 
side if the primary infection is in the peritonsillar or pharyn- 
gomaxillary space, because of the cellulitis that affects the in- 
ternal pterygoid and constrictor muscles. Torticollis due solely 
to inflamed cervical glands may be manifest on the healthy 
side because of the compensatory action of the opposing 
muscles. 


TELESCOPIC LENSES TO IMPROVE VISION 
To tHe Eprrorn:—Time (60:87 (Dec. 15] 1952) describes a 
telescopic lens developed by optometrist William Feinbloom 
of Columbia University. 1 have a patient with diabetes who 
has a severe retinopathy, who is interested in these lenses. 
Is this report in Time reliable? 
R. J. Askin, M.D., Pittsburgh. 


ANSWER.—Telescopic lenses have long been used to improve 
vision not improvable by ordinary glasses. The magnification 
is about 2.2 for distance and up to 8x for close viewing. 
Contraction of the field is such that they are seldom of prac- 
tical value and are useless when the macula is seriously in- 
volved. The type described by Feinbloom consists of 2+ lenses 
rather than the conventional Galilean type of a plus objective 
and a minus ocular. This provides a slightly smaller system and 
a negligible increase in the field of vision, but the magnification 
is about the same as in the familiar Zeiss and Kollmorgen 
lenses. A patient who would not be benefited by the older 
telescopic spectacles would almost certainly not be helped by 
the Feinbloom lenses. 


J.A.M.A., July 25, 1953 


PICA 
To tHe Eprror:—A 2-year-old child persists in eating ordinary 
soil, and his parents have been unable to control this habit. 
What information is available on this tendency? Can some 
serious complication result? 
Don F. Russell, M.D., Van Wert, Ohio. 


Answer.—Dirt eating in a child is the result of a perverted 
appetite, a condition known as pica. There is a natural 
for this habit to cease spontaneously by the age of 3 or 4 
years. Occasionally there is an underlying nutritional disturbance, 
such as anemia, or there may be a distinctly neurotic disposition. 
In some children pica seems to result from an unconscious urge 
to obtain minerals or vitamins that are absent from the diet. 
Occasionally, depending on the object swallowed, serious con- 
sequences may result from this practice, such as lead poisoning 
if the child picks lead-containing paint from toys or furniture; 
or various bezoars may accumulate in the stomach because of 
inability of the swallowed material to pass through the intestine, 
necessitating surgical removal. 


ITCHY SCALP 

To tHe Eprror:—A 6/-yvear-old man has been growing balder 
for the last 15 years. His dry, itchy scalp is excoriated from 
scratching. He has used only 1% cyclomethycaine with no 
improvement. Is there any substance for topical treatment, 
except anesthetic creams, that he may use’ He is in excel- 
lent health. M.D., Mississippi. 


Answer.—The application of a cream or ointment contain- 
ing 2% salicylic acid and 3% sulphur precipitate is usually 
effective in itchy scalp. Sometimes it is necessary to add to the 
mixture 0.5% of phenol or 3% of coal tar solution for an 
antipruritic effect. The standard textbooks on dermatology list 
numerous remedies for itchy scalp, and few, if any, recommend 
the procaine type of local anesthetic preparations, because of 
the relatively high incidence of dermatitis that results from 
their use. 


CORTISONE DROPS FOLLOWING 

INTRAOCULAR SURGERY 

To tHe Evtror:—What is the present practice regarding the 
use of cortisone drops following intraocular surgery? If this 
treatment is used, how soon after surgery is it started? How 
frequently is it used? M.D., Oklahoma. 


ANswer.—Several reports have indicated that cortisone re- 
tards healing of experimental corneal wounds as it does of 
wounds elsewhere. For this reason, cortisone is not generally 
used following intraocular surgery. The doses used in the ex- 
perimental studies have greatly exceeded those that would pre- 
sumably be used by the drop method in human beings. There 
is no evidence known to this consultant that cortisone drops 
have had any deleterious effect, although this treatment has 
been started immediately following intraocular surgery on 
numerous occasions. It is presumed to have some beneficial 
effect in cases in which tissue proliferation would be un- 
desirable. 


PREGNANCY TEST 
To tHe Evrror:—Do you have any information on the relative 
accuracy of the Richardson pregnancy test (presence of 
estrone in urine) as compared to the standard rabbit test and 
on the accuracy of the same test on saliva to determine the 
sex of unborn babies? 
Sidney A. Cohen, M.D., Council Bluffs, lowa. 


ANSWeR.—The accuracy of the Friedman (rabbit) test for 
pregnancy is greater than 95% when performed in a competent 
laboratory. The Richardson test is far less accurate than the 
several standard biological tests. Little data is available con- 
cerning the saliva test to determine the sex of unborn babies. 
Informal reports do not confirm the accuracy of this procedure. 
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